California 
State Journal of Medicine 


ISSUED MONTHLY OWNED AND PUBLISHED BY THE 


MEDICAL SOCIETY OF THE STATE OF CALIFORNIA 


Vol. XVIII, No. 5 MAY, 1920 $1.00 a Year 


CONTENTS Multiple Primary Tumors. By Some Comparisons Between 
$100,000 Eddianscienschism Suit 146 J. C. Blair, M.D 1 War Neuroses and Those of 
Hospital Service Department— Borderline Types of Seborrhoeic 

Hospital Executive. E Dermatitis and Psoriasis. By : : 
Musgrave, M. D 148 Moses Scholtz, M. D Program—Forty-Ninth Annual 
Surgical Pathology of the Septic Lepto Meningitis of Otitic Meeting State Society, Santa 


Seminal Vesicles. By _ Drs. Origin. By Drs. Sewall, Barbara, 1920 


Jas. R. Dillon and F. E. Bacher and Mehrtens 17: Personnel of the House 
Blaisdell 


Clinical Observation and Treat- Vaccine Treatment of Typhoid. ee Sen 


; 1920 
ment of 134 Cases of Chronic By  Hdward Von Adelung, Clinical Department—Children’s 
rosta s. vy rs. 


M. D. 
. ° Department, University of 
Comparison of the End Results 7 
ona = ma i. tne etek . Siueee California Medical School.... 
Neck and Other Obstructions. dary Perineorrhaphies. Boo ns ews 
By Robt. V. Day, M. D. Olga McNeile, M.D Correspondence Ute ae 
The Lay Anaesthetist. Report of Two Cases of Eth- What the Doctors Thin on oe 
Walter R. Crane, M.D moidal Malignancy. By P. A. Medical Defense Fun 
Report of Eye Lesions Due to Jordan, M.D Another F es 
Focal Infections. Achylia Gastrica. i © HOR THR. cc ccccasccdcovcvoncs 
W. Mansur, M. D Best, M.D Medicine Before the Bench... 


(Contents continued on page [X.) 


i mmm 
ENTERED AT SAN FRANCISCO, CAL. AS SECOND-CLASS MATTER 


W. B. SAUNDERS COMPANY 


West Washington Square 
Philadelphia 


Once in a long while a truly great surgery attracts the at- 
tention of the medical world. There was Gross, Agnew, 
Ashhurst, Keen—and now 


"WARBASSE" 


This "Surgical Treatment" gives you the operative treatment 
of every surgical condition, major and minor, general, 
special, industrial, military, and civilian. It tells you, 
exactly how to proceed—every detail of every procedure, 
from sharpening a knife to how to use it. 


It gives you everything you have a perfect right to expect 
to find in such a work. But note this—it gives you vastly | 
more! It gives you dozens and dozens of things you will not 
find in any other surgical work. 


Then for the general practitioner:—Do not by any means con- 
clude that "Warbasse" has an appeal to you, too—a very 
serviceable appeal—for it gives you a full course of MEDICINAL 
and NON-OPERATIVE TREATMENT for every so-called surgical 
condition where such treatments promise results. 


Three octavos, totaling 2637 pages and 2400 illustrations, with a Separate Index Volume. 


By James Peter War- 
basse, M. D., Surgeon to the Wyckoff Heights Hospital, Brooklyn, N. Y. ; 


Per Set: Cloth, $30.00 net. 


FRANK F. WEDEKIND ---9SSSinuStSt!5,90928 


SEE PAGE XXX 





STATE JOURNAL ADVERTISER 


Luer Syringe Price List 
Barrels Plungers Barrels Plungers 
Syringe Price Price Syringe Price Price 
Description Capacity ice Each Each Description Capacity Price Each Each 
Tuberculin Yyc.c. $2.25 $1.65 $1.40 5c.c. $2.50 $1. 
Tuberculin ¥Ygocc. 2:25 1.65 1.40 10cc. 3.25 
4 c.c. 1. 1.40 Arsphenamine.. 20 c.c. 
1 c.c. 1. 1.25 Eccentric Tip... 20 ¢.c. 
Subcutaneous... 114 ¢.c. .80 Arsphenamine.. 25 c.c. 
Precision....... 114 ¢.¢. 1 1.30 Arsphenamine.. 30 c.c. 
Subcutaneous... 2cc. 1 .80 Eccentric Tip... 30 c.c. 
Precision 2 c.c. Re 1.50 Arsphenamine.. 50cc. 
Lachrymal 3 c.c. 2. 2.25 Eccentric Tip... 50 c.c. 
1 1 
1 


bo 

tb 

or 
bo 


S&S 
ae ae 


wNwnd Hw & bw 
aon 
ono 


2 


Vaccine 3 ¢.c. 45 25 Arsphenamine.. 100 c.c. 
4 c.c. .65 1.35 Eccentric Tip... 100 c.c. 


k= Return both parts. New Syringe supplied at cost of broken part. 


Fred J. Sachentach, iologie Depot 


BACTERIOLOGICAL, SEROLOGICAL AND CHEMICAL WORK 


9th FLOOR BUTLER BUILDING SAN FRANCISCO 135 STOCKTON STREET 


TELEPHONE SUTTER 3122 TELEGRAPH JUST “SERUMS"” S.F. 


oon oe 


bo 

bo 

or 
S 
_ 


DESCRIPTIVE PRICE LIST 


Fred I. Lackenbach 
Biologic Depot 


nt m: bl rier e , 
see ny ne 


GENUINE LUER SYRINGES 





California State Journal of Medicine 


OWNED AND PUBLISHED MONTHLY BY THE MEDICAL SOCIETY OF THE STATE OF CALIFORNIA 
BuTLER BuILpING, 135 STOCKTON STREET, SAN FRANCISCO 


Secretary - - - 
Editor : : 
Managing Editor - - 


SAXTON POPE, M. D. 
ALFRED C. REED, M. D. 
CELESTINE J. SULLIVAN 


COUNTY ASSOCIATE EDITORS: 


Dr. E. Spence Du Puy, Oakland 
Edward Baumeister, Chico 

Dr. P. C. Campbell, Richmond 
Dr. D. I. Aller, Fresno 

Dr. W. H. Walker, Willows 

. L. P. Dorais, Eureka 


Wm. Wenzlick, Los Angeles 
Dr. W. F. Jones, San Rafael 
H. Beckman, Fort Bragg 
Brett Davis, Merced 

Dr. T. C. Edwards, Salinas 
. Robt. Crees, Napa 

H. A. Johnston, Anaheim 


Dr. Paul E. Simonds, Riverside 
S. E. Simmons, Sacramento 


San Bernardino 


Dr. C. L. Curtiss, Redlands 
San Diego 


Dr. Robt. Pollock, San Diego 
San Francisco Dr. Le Roy Briggs, San Francisco 
San Joaquin Dewey R. Powell, Stockton 
San Luis Obispo..Dr. Paul K. Jackson, San Luis Obispo 

Dr. A. L. Offield, Burlingame 
Santa Barbara...Dr. Robert W. Hartwell, Santa Barbara 
Santa Clara Dr. Chas. Richards, San Jose 
Santa Cruz J. C. Farmer, Santa Cruz 
F. Stabel, Redding 


. A. V. Doran, Vallejo 

N. Juell, Santa Rosa 

Stanislaus E. F. Reamer, Modesto 
Tehama 


sa, hareala: schcewa nian tie a sera De... 

Tuolumne 

Be ee ere se eer Dr. -C. 
Frances L. 


T. Melvin, Porterville 


A. Jenson, Ventura 


Newton, Woodland 
Yuba-Sutter 


Contributors, subscribers and readers will find important information on the sixteenth advertising 


page following the reading matter. 


VOL. XVIII 


MAY, 1920 


No. 


IMPORTANT NOTICE — STATE SOCIETY, MAY 11, 12 AND 13 


No more reservations are to be had. 


If you have no reservation to date, communicate at 


once with Dr. Samuel P. Robinson, San Marcos Bldg., Santa Barbara, who will secure special 


accommodations. 


CALIFORNIA STATE MEDICAL SOCIETY 
ALL ABOARD FOR SANTA BARBARA 


Spring weather, no dust, best roads, no rain, a 
week away from the regular grind, and Santa 
Barbara to spend it in. If you’ve never been there, 
words cannot tell you the charm of the sleepy old 
French-Spanish town and its associations of ro- 
mance and history, its jeweled setting between 
mountains and the golden sea, its hospitality and 
its excellent hotel service. If you have been there, 
it will be a circumstance weighty indeed, that will 
prevent your coming again this time. 

Foregather once more with old friends and new. 
See the men you’ve been hearing about in other 
towns. See the scientific and commercial exhibits. 
Hear as much as you can of the distinguished pro- 
gram offered this year. Take in all the varied 
social events offered. Prowl around the old Span- 
ish-Californian town. Go through the mission. 
Take a swim in the ocean or pool. Get out the 
road maps and tune up the flivver or instruct the 
chauffeur to be ready to start at the break of 
morn. It will be a great session, the best yet, and 
that is the biggest thing can be said about it. 

On Tuesday evening about 9:30 a smoker with 
boxing accompaniments will be staged. On the 
same day Dr. James H. Parkinson will preside 
over a luncheon in honor of the American Legion. 
Golfers will be interested in a golf match, open 
both to ladies and gentlemen. Each day there will 
be trap-shooting on the beach, all members wel- 
come. Be sure you spell Trap with a “T” and 
govern yourself accordingly. Wednesday night 


an informal dance will be held, and Thursday a 
formal dance in honor of the President of the 
State Medical Society. During the entire three 
days, boats with oarsmen will be supplied at the 
wharf, equipped with fishing tackle. The only 
expense to members will be for fishing tackle and 
bait. This latter can doubtless be secured on pre- 
scription at the better pharmacies. 

Altogether you will miss a treat, socially and 
professionally, if you are not in Santa Barbara, 
May 11-13. The Ambassador Hotel (erstwhile 
the Belvedere, and still more erstwhile the Potter) 
will be the scene and center of festivities. Bring 
the family and come, but come anyhow. 


DEPARTMENT STORES AND THE EPIS- 
COPAL CHURCH 

Health is man’s choicest possession. 

will give all he has. 


For it he 
Priceless for its owner, it 
readily becomes an incentive to various devotees 
and attracts to its train a motley crew of camp- 


followers. Ours has well been named The Health 
Age. So it is. And so fertile is the soil on which 
present-day health ideas have grown, that with 
them has grown up a noxious crop of weeds. 
Sane, sound, common sense, scientific health prog- 
ress is cluttered up by a pestilential underbrush 
of cults, isms, quackeries, and pseudo-health creeds. 
From thrusting chiropractic to trusting Eddyism, 
the weeds swarm thick in the fertile soil of the 
Age of Health and betoken the well-nigh universal 
desire for health, as well as the luxuriant growth 
of genuine scientific health projects. 
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Two striking illustrations of the specious and 
noxious tendrils of this garden of weeds are af- 
forded by certain department stores and some sec- 
tions of the Episcopal Church. For instance, a 
certain store in San Francisco has exploited the 
wonders of a self-styled “Miracle man,” who, for- 
sooth, by properly corseting the ladies will miracu- 
lously restore them to youth, health, and beauty, 
if these have fled, or preserve them to an indeter- 
minate old age, if haply these attributes still be 
present. His “development of personal power 
seems to give him a mastery over many types of 
pain and disease.” Truly, a remarkable advertise- 
ment and a peculiar asset for a man who would 
fit corsets! Presumably certain department stores 
find that it pays to buy advertising space in whole- 
sale lots, wherein to placard, in language skilfully 
within the law forbidding fake medical advertis- 
ing, the smug virtues and dollars-producing person- 
ality of a “miraculous” corset-maker, whose igno- 
rant and rabid vituperations against scientific medi- 
cine, as sensational as they are unrelated to fact, 
are the means to the end of separating a large and 
gullible, and presumably mis-corseted portion of 
the public from its money. A man is known by 
the company he keeps. So is a department store. 
If the corsets sell for enough to pay the ‘“miracle- 
man’s” salary, plus the other advertising expenses 
involved, then indeed ‘caveat emptor,” for the 
buyer undoubtedly will receive just what he pays 
for. So much and enough for “Professor Miracle 
Man”—professor of the loud mouth and the flam- 
boyant personality and the latest and most faddish 
fad for the quick separation of cash and public. 
He will go his way along with the other members 
of the tin-horn troop, the traveling medical special- 
ist, the Indian medicine faker, the men’s disease 
side-show, and the popular anatomical museum. 
So much and more than enough for the type of 
business house which is willing to prostitute legiti- 
mate business and honest advertising to the cause 
of the incoming dollar, which is willing to jeop- 
ardize the people’s health, their choicest possession, 
for the sake of the profiteer’s dollar, which is 
willing to take advantage of the people’s wholesale 
interest in health for the sake of the tainted dollar. 
Let the cobbler stick to his last, the corset-maker 
to his corsets, and the department store to honest 
business. 


The second illustration of the specious and nox- 
ious tendrils of the garden of weeds is seen in the 
tendency or movement in the Episcopal church 
toward the institution of physical and mental heal- 
ing as a regular function of the church. A large 
question is involved here. With the purely re- 
ligious aspect of the matter, every thoughtful man 
must be in sympathy. But in the present age of 
society, with the present scientific knowledge of 
disease, both physical and mental, an unguarded 
and unlimited assumption of healing powers by in- 
dividuals lacking in the restraints imposed by 
knowledge, and ignorant of what disease is and is 
due to, can lead but to disaster. The proper use 
of suggestion, of faith, of spiritual power, of men- 
tal confidence, is of the utmost importance in the 
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practice of medicine. And they cannot safely be 
divorced from medicine. 

The unskilled, undiagnosing, indiscriminate 
treatment of disease, is dangerous from the stand- 
point of individual and public health. In conjunc- 
tion, the priest and the doctor make a stalwart 
team. Without the doctor, the priest had well 
limit his therapeutics. Some of the present-day 
developments in the Episcopal church smack 
strangely of Eddyism. The commercialism of Ed- 
dyism is apparent in any system of religious or 
spiritual therapeutics where a fee is charged. Last 
month a correspondent asked with good reason 
why, if the rector of an Episcopal church should 
discuss health subjects on Sunday and for a fee 
meet his parishioners at his down-town office on 
Monday, the doctor should not likewise hold forth 
to a church congregation on Sunday for the pur- 
pose of filling his reception room on Monday. 


Unfortunately, much charlatanry and especially 
much commercialism appertaining to medical prac- 
tice, masquerades with impunity under the cloak of 
religion. From the standpoint of the individual, 
we must inquire first as to his personal greed, per- 
sonal sincerity, and personal desire for notoriety. 
From the standpoint of the church, we must in- 
quire as to whether such a movement represents 
decadence, sensationalism for publicity, or a genu- 
ine though mistaken interpretation of religious prin- 
ciples. From the standpoint of the physician we 
must inquire whether these efforts represent the at- 
tempts of unqualified persons to practice medicine. 
And from the standpoint of the public, we must 
inquire whether such efforts are not inimical to 
public and private health in the broad sense, and 
whether the evils of charlatanry and exploitation 
do not more than counterbalance the benefits de- 
rived by the limited class of patients admittedly 
helped by mental or spiritual healing. In all, it is 
to be remembered that the principles of psychic 
healing are a part of medical lore and practice, 
and it is reasonable to suppose that the well-trained 
physician is best fitted with safety to employ or 
direct their application. 


ARE CHIROPRACTORS ABOVE THE LAW? 


There are some people calling themselves chiro- 
practors that are sending out letters to the news- 
papers and to public officials, claiming that the 
medical law of California is not adapted to their 
peculiar method of treatment. They either claim 
to be above the law and look down upon it with 
contempt or below the law and want it brought 
down to their level. The law as it stands they 
refuse to obey, and have notified the Governor to 
that effect. 

They do not respectfully request Governor 
Stephens to appoint a Chiropractic Board regard- 
less of the law, but they “insist” that he do so. 
A few small newspapers, that are printing chiro- 
practic advertisements, are strangely encouraging 
the chiropractors in the deluded belief that the 
people of California will permit every cult to have 
a separate board to endorse its own delusions and 
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appraise its qualifications. We are convinced that 
if any of these editors will devote some serious 
study to the Medical Practice Act of this state they 
will reach the conclusion that our medical laws 
should be strengthened and not weakened. We 
will be glad to furnish any editor with specific in- 
formation on this important subject. 

No editor can consistently support the hostile 
attitude of some chiropractors to the law when he 
realizes that a chiropractor can easily qualify under 
the present law. 

“Any chiropractor that is half educated can get 
a license,” says the Fresno Republican. “The rest 
preferring the pretense of law defiance to the con- 
fession of ignorance, put up the plea that the Ex- 
amining Board being composed of physicians ts 
their competitor and that its members could not 
examine a chiropractor, because chiropractic is not 
taught in the medical schools. Any half-educated 
chiropractor can meet the requirements. Anyone 
who cannot meet them is too dangerous an igno- 
ramus to be allowed to play with the lives of the 
people. Anyone who can meet them and will not 
is simply a revolutionist against a law which the 
legislature and the people have twice refused to 
modify. Either way the law ought to be enforced 
on everybody all the time.” 

Chiropractors are not above the law, and district 
attorneys, judges and others charged with the en- 
forcement of the law cannot lawfully grant them 
exemption. 


WOODCOCK’S “CULT EXPERTS.” 


The Woodcock murder trial developed so many 
eccentric features that it would be remembered 
as a comedy of errors if its dark tragic conse- 
quences did not overshadow all. Some “cult ex- 
perts” were summoned by Senator William Kehoe, 
chief counsel for Woodcock’s “temporary insanity” 
defense. Among those whom Senator Kehoe 
thought qualified was one “Doctor” La Barre. 
The Grand Jury in its investigation of some of 
the ugly aspects of this court travesty, called 
“Doctor” La Barre and examined him as to his 
qualifications. 

The “Doctor” under the Grand Jury grilling 
admitted that he was a chiropractor, that he did 
not have even a high school education, that he 
had no license to practice, and that he was prac 
tising in violation of law. 

“Do you consider yourself qualified to pass on 
the insanity of Woodcock?” La Barre was asked. 
Kehoe’s “expert’’ replied that he considered him- 
self so qualified. Woodcock was indicted by the 
Grand Jury for perjury and became a fugitive; 
from justice. The “Doctor” who testified in his 
behalf was arrested for practising without a license, 
and chiropractors, who believe the laws of Cali- 
fornia should be violated with impunity, are now 
yowling that they are being persecuted by an 
imaginary “Medical Trust.” _ 

The Woodcock case demonstrates the abnormal 
assurance of ignorance, and the danger of allow- 
ing it to appraise its own qualifications. In this 
connection, we now recall that during the last 
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session of the Legislature, Senator Kehoe was an 
ardent advocate and voted for the Osteopathic Bill 
that would have conferred upon osteopathic prac- 
titioners a physician’s and surgeon’s certificate 
simply upon the payment of $25.00, and without 
an examination to determine their experience, skill 
or educational qualifications. 

The League for the Conservation of Public 
Health, believing that the duty of the State to 
safeguard the life and health of its citizens is a 
fundamental principle of government, and recog- 
nizing the menace of the Osteopathic Bill, which 
proposed to turn loose on an unsuspecting public 
hundreds of incompetent men and women—all 
unqualified, and many disqualified—with unlimited 
license to prescribe the most deadly drugs and 
perform the most dangerous operations—strongly 
opposed and defeated this bill. 

We are not surprised that when Senator Kehoe 
wants the class of “expert” testimony offered in 


the Woodcock case that he knows where to seek 
and find it. 


TO WHOM IT MAY CONCERN 
Beware of criticizing folk 

Whom you may need in business life: 
Some may resent a trenchant poke, 

Resentment ofttimes ends in strife. 
Stick to your pills, and sera too, 

And literary stuff eschew. 


Remember Alexander Pope, 
Philosopher a long time dead, 
Who spoke of fools who rush and grope 
Where even angels fear to tread. 
Stick to your pills with all their frills, 
And play no part in medic ills. 
“Poetaster.” 


CANCER. 


These facts about cancer can not be too often 
repeated, and should be known by every person 
over 30 years of age. 

1. Cancer at the beginning is usually painless 
and its onset for this reason is especially insidious 
and dangerous. 

2. Cancer is at first a small local growth which 
can be safely and easily removed by competent 
surgical or other treatment. 

3. Cancer is not a constitutional or 
disease 

4. Cancer is not contagious. 

5. Cancer is, practically speaking, not hereditary. 

6. Every lump in the breast should be examined 
by a comnetent doctor. 

7. Persistent abnormal 
is suspicious. 

8. Sores, cracks, lacerations, lumps, and ulcers 
which do not heal, and warts, moles, or birth- 
marks which change in size, color, or appearance, 
may turn into cancer unless treated and cured. 

9. Probably 60 per cent. of cancers of 
rectum are first regarded as piles. 
thorough medical examination. 

10. Continued irritation in 
usual cause of cancer. 
sudden injury. 

11. A doctor who treats a suspicious symptom 
without making a thorough examination does not 
know his business. 


“blood” 


discharge or bleeding 


the 
Insist on a 


some form is the 
It rarely results from a 
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Special Articles 


$100,000 EDDIANSCIENSCHISM SUIT. 


Disharmony, dis-ease, distrust, disruption, disas- 
ter seem to be demonstrating over the discordant 
elements among the followers of Mary Baker- 
Glover-Patterson-Eddy. These discordant Eddyite 
manifestations, that through our corporeal senses 
we discover in the daily papers and court records, 
are very disconcerting. 

Coming after all the written and verbal assur- 
ances we have had that the material world about 
us is an illusion, a mere delusive idea in our minds, 
that the only reality is divine mind, and that every- 
thing else is absolute nothingness, that “Christian 
Science despoils the Kingdom of evil and in Chris- 
tian Science man can do no harm,” we were 
shocked to read that a real suit, for $100,000 real, 
concrete, substantial American dollars was filed in 
the Superior Court of San Francisco on April 9th, 
1920, against Peter V.. Ross, Edward J. Dupuy, 
George L. Putnam, Harry F. Gould, David J. 
Stanton, Earle H. Moore, Mrs. Anna G. Bailie, 
Lillian J. Miles, Sarah L. Peck, Mrs. Adele E. 
Penfield and Mrs. Annie L. Yerington. 

Peter Ross is the Chairman of the Christian 
Science Committee on Publication for Northern 
California and has been a familiar figure at Sacra- 
mento during the sessions of the Legislature. He 
has been the Eddyite spokesman on many contro- 
versial occasions, and now, because he and his asso- 
ciates of the Fourth Church of Christ Scientist, 
refuse to buy, sell, or circulate the “Christian 
Science Monitor,” “Journal,” “Sentinel” or other 
paper controlled by the trustees of the Christian 
Science Publishing Society, Peter and others have 
been sued for $100,000 damages by David B. 
Ogden of Brookline, Massachusetts. 

Mr. Ogden is one of the trustees, and Eddian 
spokesman of far greater authority than even Peter 
V. Ross, and he manifestly contradicts Mrs. Eddy’s 
statement that in “Christian Science man can do 
no harm,” for he alleges that Ross et al. passed a 
resolution that “harmed” the trustees, their pub- 
lications, etc., at least $100,000. 

It should not be difficult for Mr. Ross et al. to 
deny any or all of the allegations set forth in 
Ogden’s suit. Through long Eddian training and 
profession Mr. Ross should be accustomed to com- 
bating the errors of mortal mind. Anyone that 
can deny such obvious things as boils, brains and 
blood and assert that man is incapable of sin, sick- 
ness and death can roll objections up against the 
trustees as easily as the waves roll seaweed on the 
shore. To understand or interpret this illusive, 
imaginary, unreal or real California suit against 
Ross et al., as the facts or fancies mav develop 
during the course of the trial, it will be helpful to 
review the circumstances surrounding the formu- 
lating of the “Scientific” By-Laws. 

After Mrs. Eddy had accumulated a good round 
sum through the Massachusetts Metaphysical Col- 
lege and other sources, and her Church gained ma- 
terial wealth and power, she made herself Pastor 
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Emeritus, abolished the office of Pastor and selected 
as permanent Pastor for all time for all her 
Churches “Science and Health.” 

She framed and,copyrighted those By-Laws that 
seemed to confer on the Board of Directors, the 
President, Treasurer and Clerk, Readers, Board 
of Trustees et al., certain duties and powers. All 
of them, however, were subject to the control and 
final decision of Mrs. Eddy herself. None of 
them singly nor all of them combined dared to act 
without her approval. What Mother Eddy said 
was law, no matter how it contradicted, changed 
or canceled the written’ word. She could amend 
or annul any By-Law, cast the whole pack off if 
she willed, create another with a breath and whistle 
all of them back again when she pleased. She 
reserved all power to herself, and when any ques- 
tions arose as to interpretation she resolved all 
doubts in her own favor. She was absolute sover- 
eign with no one to question her “revelations,” 
“demonstrations” or interpretations. 

In defiance of the fundamental tenet of her 
Church that she was incapable of disease or death, 
both finally came and claimed her. When she died 
her reservations on the powers and functions of the 
Board of Directors and the Board of Trustees de- 
parted with her. And then the trouble began to 
brew, trouble the Trustees couldn’t subdue. 

Relieved of the one, dominating supreme author- 
ity that could make or break, set up or set aside 
any of the measures or members, offices or officers 
of her Church, this body of so-called Scientists 
found themselves on an uncharted sea without a 
compass. The Trustees had the helm and the Di- 
rectors and their friends began to claim that the 
vessel was headed for the rocks. Mutiny started. 
They tried to trim the Trustees’ sails, besides 
throwing tons of “Sentinels,” ‘ Monitors” and 
“Journals” overboard as useless ballast. 

The “Scientific” Board of Directors began to 
muddle and meddle and commit so many errors of 
mortal mind that the Trustees of the “Christian 
Science” Publishing Society thought it was time to 
restrain such spiritual pastime by material means. 
Legal action was instituted March, 1919, by the 
Trustees against the Board of Directors. This 
was precipitated by the Trustees refusing to sign 
an agreement giving the Directors final authority, 
supervision and control in regard to the Publishing 
Society. When the Board of Trustees refused 
this small courtesy, which would have made them 
a subordinate body under complete control of the 
Directors, the Directors retaliated by passing a 
resolution dismissing Lamont Rowland from the 
Board of Trustees. 

The Trustees won their suit, the Court holding 
that the Directors had no legal right to remove 
Rowland, that the real reason for selecting him 
for removal was that he had been the last ap- 
pointed of the three Trustees and was presumed 
to have fewer friends who might be aroused by 
his removal; that the Directors who voted to re- 
move him were induced to do so rather by their 
purpose to carry through their plan to obtain con- 
trol of the Publishing Society than by any of the 
reasons they recited in their resolution. 
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In passing on the question of power of the Di- 
rectors to dismiss a Trustee of the Publishing So- 
ciety, Judge Dodge held that Mrs. Eddy expressly 
gave this power to the first members of the Church, 
‘but required, also, concurrence of the Trustees 
under the deed of 1892, but that this power did 
not survive to the present Directors. It was also 
found that the Directors do not constitute a cor- 
porate body and that they were not authorized to 
increase their number to five. It was further held 
that by the provisions of the trust deed of 1889, 
establishing a Publishing Society, Mrs. Eddy re- 
served only for herself the power to control the 
Trustees in the management of their business, and 
that this special personal reservation expired when 


she did. 


Through various legal actions the Eddian prin- 
ciple of all harmonious mind action has been re- 
ceiving a series of shocks that has left the Church 
rent asunder. According to George M. Davison, 
Chairman of the New York State Christian Science 
Delegates, wherever the question of excluding the 
Christian Science Monitor, the Journal, the Senti- 
nel and other periodicals has been voted on, the 
sentiment is overwhelmingly in favor of the policy 
of exclusion. The Directors would therefore seem 
to have popular support not warranted by law. 


The New York Tribune states that the income 
from the publications which the Director faction 
is seeking to abolish, as an expedient looking to 
the rearing of autocratic sway, amounts to more 
than $1,150,000 a year profit. To abolish these 
publications means that the income from the works 
of Mrs. Mary Baker Eddy, amounting to the snug 
sum of $600,000 a year, will also be lost. Such 
sordid dust as money, however, should not disturb 
the faithful Eddyite who adheres to the funda- 
mental doctrine that there is no such objective real- 
ity as matter. 


Who knows but that Mr. Ross, putting all anx- 
iety and fretting under his feet, will say that the 
suit filed in San Francisco is inspired by malicious 
animal magnetism, and is a mere negation possess- 
ing neither intelligence, power nor reality, that this 
so-called court procedure is but a phase of nothing- 
ness which will become apparent when he unfolds 
the alleged demonstrable facts of Eddianscienschism 
showing that matter possesses neither sensation nor 
life. As devout followers of Mrs. Eddy, Mr. 
Ross and associates are taught to believe that the 
courtroom, the presiding judge, the yellow law 
books, the wrangling lawyers pleading their clients’ 
causes, the bailiff, the benches, the boqnets, the 
bacteria, in brief, all the things that enter into the 
courtroom, including the plaintiff and the defend- 
ants themselves and the witnesses of both, are un- 
real and filled with the falsity of all material 
things. It will be difficult for Mr. Ross to admit 
that any of these things exist. In fact, he has 
often denied the existence of the most plentiful 
of these. 


If Mind is all-in-all, as Mrs. Eddy maintains, 
this $100,000 that Trustee Ogden wants is a 
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mirage, merely the baseless fabric of a mental pic- 
ture meant to designate that which has no real 
existence. Once that the material forces grasp 
that, the outcome of the suit is a matter of indif- 


ference to Ross et al. 


In the event that the theory of Trustee Ogden 
is demonstrated, and the testimony of material or 
immaterial witnesses establishes the fact of damages 
and names the responsible parties, Ross may reply, 
“All is Mind. 


Dam-age. 


There is no money. There is no 
Dam-age like sickness is only inharmo- 
thought. Being is thinking. Thinking }s 

If you think you are damaged just think 
you are paid.” 


nious 
being. 


Following this Eddian theory logically, if Mr. 
Ogden does not think he has been paid, it is be- 
cause he is not thinking hard enough. His suit 
against Ross et al. “shows conclusively how it is 
that matter seems to be, but is not. All is Mind.” 
Before they are through demonstrating over their 
various resolutions and By-Laws the Eddyites will 
give the courts some mysteries to interpret. No 
uninitiated judge or jury “Can examine a literary 
animal of Mrs. Eddy’s creation and tell which end 
of it the tail is on.” 


The inconsistencies of Eddiansciencism have 
often gone beyond the limit and now the cult itself 
has reached its limit. By a well-organized and cen- 
tralized system under autocratic rule, running on 
a cash in advance basis,, Mrs. Eddy’s Church 
achieved phenomenal commercial success. Yet all 
the time it had the seeds of decay and disintegra- 
tion. Its phenomenal boom is over. Its absurdities 
have finally overtaken it and its selfish spirit will 
restrict its further spread. Its pathology of spirit- 
ual power has had its day like the magnetic, men- 
tal and faith healers of the past. Like Dowie, 
Schlater and other miracle workers, like the Royal 
touch and St. John’s liniment, like the pseudo- 
scientists and false Messiahs of the past, Mrs. 
Eddy’s cult has ceased to be vogue. Its solidarity 
is ended. Its units are divided. ‘The one thing 
on which they agree is in hampering public health 
work and in handicapping the progress of scientific 
medicine. We expect that this obstructive work 
will be continued by the component parts in their 
fragmentary way. 


It should occasion no surprise that Eddianscienc- 
ism has at last overleaped itself and is falling on 
the other side. The only surprise is that it fooled 
some of the people so long. Built upon such an 
absurdity that there is no such thing as disease, in- 
culcating such a blasphemy that Mrs. Mary Baker- 
Glover-Patterson-Eddy was the chosen successor 
and equal of Jesus, despite all its vast wealth, bar- 
ren of a single philanthropic institution for the 
sick, the blind, the orphan, the aged—is it any 
wonder that the Directors and Trustees are at- 
tempting to divide the costly garments and are 
quarreling over the rich vesture of Eddianscien- 
schism ? 
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Hospital Service Department 
THE HOSPITAL EXECUTIVE. 


By W. E. MUSGRAVE, M. D., San Francisco. 

By whatever titlk—managing director, manager, 
superintendent, or what not—the chief executive 
is the most important factor in any enterprise, 
whether organized for hospital, social or business 
purposes. The title used in hospital work is of 
minor importance so long as it is consistent with 
the responsibilities of the position as one of the 
most difficult of specialties. ‘Superintendent’ was 
an appropriate title for the head of an old time 
hospital as it is for the commercial “hotel for 
the sick” of today. It is quite inappropriate for 
the administrative head of the modern community 
service, educational, better health center hospital 
that is growing out of the present national move- 
ment. 

One of the most prevalent troubles with hos- 
pitals is, that they engage as “superintendent” 
some inexperienced person or one more mature 
who has made a failure of his chosen work and 
must be “taken care of.” Some of these “super- 
intendents” are paid a pittance and assigned the 
duties and responsibilities of a clerk, while the 
hospital shakes itself to pieces under the “manage- 
ment” of some board with a host of committees 
who meet semi-occasionally, and too frequently 
know little or nothing of real hospital problems. 


QUALIFICATIONS. 

Success as a hospital administrator is de- 
pendent upon the same qualities that insure 
success as an executive in any other field, plus 
some special attainments necessary to cope with 
peculiarities in hospital work. Briefly summarized, 
these qualities are, appropriate general and special 
education; experience; an inexhaustible fund of 
tact and patience; unusual sense of relative values; 
tireless industry; enthusiasm; a clear judgment of 
things as they are and a vision of things as they 
ought to be. The ideal hospital executive has 
both a medical and a business education. There 
are some splendid men who have won national 
reputation in the work who are not physicians, 
but there can be no question but what medical 
training adds to the value of any hospital execu- 
tive, and for the great teaching centers such train- 
ing is necessary to insure a maximum of progress 
and success. In non-teaching, semi-commercial, and 
certain types of special hospitals, a medical train- 
ing is less necessary, and in the smaller plants it 
usually is out of the question for financial reasons. 
SCARCITY OF WELL TRAINED HOSPITAL EXECUTIVES. 

Neither medical education nor business training 
nor both in combination can prepare one for hos- 
pital work. In addition to personal qualifications 
there must be the special training and experience 
obtained by association with leaders actually en- 
gaged in the work in a hospital large enough to 
give a working acquaintance with all the principal 
problems peculiar to this specialty. 

For a long time the supply of well trained 
hospital executives has been inadequate, and _ re- 
cently, due to the ever growing hosnital better- 
ment movement and the greater public demand 
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for more and better hospitals, the shortage of 
these men has become a problem of national in- 
terest—to such an extent that some medical schools 
and hospitals have instituted courses of training, 
and the Rockefeller Foundation recently called a 


conference to consider the question. The field is 
rapidly becoming recognized as one of the most 
useful and attractive of specialties, offering un- 
usual opportunities, particularly to selected medi- 
cally-trained men for constructive work, initiative 
and research. 


DUTIES OF ADMINISTRATOR, 


The modern hospital covers a very wide range 
of activities and the successful administrator must 
have a good working knowledge of each of them 
and must keep in reasonably close touch with the 
activities of all departments. The chiefs of. all 
departments and services should meet frequently 
with the executive in conference, and each of them 
should have free access to him at all times. In 
medium sized hospitals this is easy of accomplish- 
ment, and in those of less than 100 beds it is easy 
for the administrator to keep in close personal 
touch with the smallest details of every depart- 
ment. In larger institutions most of the detail 
work must be left in the hands of trusted assist- 
ants as chiefs of departments, while the chief 
executive gives his time to conferences, considera- 
tion of policies and to harmonizing, coordinating 
and stimulating the work of all departments. 


Roughly speaking, the director may divide his 
attention between administrative—public utility— 
professional—teaching and research divisions with- 
in his own organization and have plenty of his 
time and interest centered in methods of contact 
with other health and welfare organizations and 
with the public interest in all sorts of health 
questions. 


The administrative problems are of great variety 
—purchasing, property, supplies, power plants, 
heat, light, water, ventilation, building, alterations, 
repairs, plumbing, painting, laundry, kitchens, diet 
kitchens, insurance, rents, interest, accounting, 
records, office work in general, banking, financing, 
nursing, housekeeping and dozens of other activi- 
ties, all of importance in hospital success. 

Of public utility problems there may be men- 
tioned operating, X-ray plants, radium, clinical, 
pathological and other laboratories, electro-cardio- 
graphic, mechanical and other modern difficult and 
expensive parts of modern diagnosis and treatment. 


The professional departments and staff require 
a constant, sympathetic, intelligent interest and 
support. Staff organizations do not hold together 
without effort, and the best medicine is done by 
staffs interested in and practicing team work. 


Teaching and research spirits are necessary parts 
of any progressive medical atmosphere. - They 
must have the interest and intelligent support of 
the administrator. 


CO-OPERATION AND ADVANCEMENT. 


Co-operation and conferences with staff organiza- 
tion, boards and committees requires a great deal 
of thought, explanation and energy. It is worth 
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while and necessary, because continued advance- 
ment and progress may be had only as all interests 
go forward together, and the hospital as a whole 
is just as good as its weakest department. 

The wise administrator will interest himself 
in all public movements having better health as 
part of their program, and he will make an 
earnest effort to work in close co-operation with 
all such movements with which his _ institution 
comes in contact. Hospitals like other public 
service agencies must have friends and a wide zone 
of influence for good. One of the principal 
functions of the executive is to foster and develop 
this spirit all the time. Perhaps in a greater 
degree than other persons the hospital executive 
sees the waste that goes on about us all the time 
by the inefficiency, overlapping and what not of 
“organizations” “interested” in various phases of 
the great better health problem. He sees these 
things “close up” and it requires no little tact and 
judgment to establish and maintain the right 
contact with them all. 

PERSONAL POPULARITY. 

The work is not calculated to stimulate personal 
popularity any more than does similar work in 
other lines. However tactful, resourceful and 
politic the administrator may be, there come times 
and situations that must be met with firmness and 
even aggressiveness, with the consequent price in 
unhappiness. On the other hand, the work offers 
compensations in friendships, the consciousness of 
work well done, that are worth while and com- 
pare with those of other branches of medical and 
humanitarian work. 

SUPERINTENDENT OF NURSES. 

Much of the success of any executive depends 
upon his assistants, particularly the superintendent 
of nurses. Next to the chief executive, the super- 
intendent or director of nurses fills the most im- 
portant position. As with the other position, the 
demand far exceeds the supply and capable well 
trained executive nurses are not being trained as 
they should be. Other assistants include office 
manager, engineer, purchasing agent or property 
and supply officer and a capable efficient loyal 
force in each department. 

By request, the next article will begin the dis- 
cussion of the preparation, irdexing and filing of 
clinical records. 


Original Articles 


SURGICAL PATHOLOGY OF THE 
SEMINAL VESICLES * 


By JAMES 


R. DILLON, M. D. 
Instructor 


Genito-Urinary Surgery, 

FRANK E. BLAISDELL, M. D. ° 
Associate Profess* Surgerv, Stanford University 
Medical School. 


and 


The chronicity of many urethral infections. 
arthritis, neurasthenic tendencies, perineal pain 
and many general functional disturbances is often 
due to the involvement of the seminal vesicles; 

* Read before the Forty-eighth Annual Meeting of the 


Medica! Society, State of California, Santa Barbara, 
April, 1919. 
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and all the causes of pelvic engorgement predis- 
pose to a vesiculitis and its indefinite prolongation 
is probably due to incomplete drainage. There- 
fore it is highly important to have in mind the 
structural changes which may take place and 
be present in the vesicles during the various stages 
of an urethritis to guide us both in the prophy- 
laxis and final treatment of the vesicles. 

It is necessary to adopt every possible means 
of lessening the severity of a posterior urethritis, 
as it is evident that a slight amount of inflam- 
matory swelling will block the ejaculatory ducts, 
hence we must avoid irritating medication, passage 
of instruments and manipulation during the acute 
stage of the urethritis. Should the ejaculatory 
ducts become infected and a vesiculitis occur and 
it is not carefully treated it results in a chronic 
condition, which may resist all our present non- 
operative methods of treatment. Most urologists 
have reported on the drainage of the vesicles being 
routinely done in all cases where operative pro- 
cedure was undertaken. But in studying the 
pathology of sections taken from different cases 
at operation and comparing them with the clinical 
manifestations before and after operation, we find 
that simple drainage is not always sufficient to 
accomplish our purpose in operating, and may 
account for many of the unsatisfactory results of 
vesiculotomies. 

In the chronic forms of seminal vesiculitis we 
find from the macroscopic study of the vesicles at 
operation, two distinct pathological changes—first, 
those involving the intrinsic structures and second, 
the extrinsic processes. From these two main 
types of pathological vesicles there may occur 
many variations, but in considering the operative 
indications we find it convenient to classify them 
under four definite types. 

1. Where neither intrinsic nor extrinsic changes 
are macroscopically evident. 

2. Where only extrinsic changes are macro- 
scopically evident. 

3. Where only 
scopically evident. 

4. Where both intrinsic and extrinsic changes 
are macroscopically evident. 

In the first group the pathological changes 
are not really evident to the eye. We find as a 
rule rather large thin-walled vesicles, distended 
with secretion, from which the fascia of Desnon- 
villier and the perivesicular tissues are easily 
separated. These vesicles generally consist of 
many convolutions and diverticula from which no 
secretion, or if any very little, could be expressed 
by rectal massage previous to operation. This 
retention is undoubtedly due to the stenosis of 
the ejaculatory ducts caused by inflammatory 
swelling of the lining epithelium in the early 
stages and later by sclerosis. Another factor in 
maintaining this mild type of vesiculitis is a large 
swollen boggy prostate, congested with blood and 
lymph and compressing the ejaculatory ducts sufh- 
ciently to prevent their vesicles from draining 
either spontaneously or by stripping and often 
prolonged in the preoperative treatment by too 
frequent and too violent massage. 


intrinsic changes are macro- 
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Figure 1. . 
Transverse section of vesicle showing complicated 
foldings of normal secreting structure. 
D 329; Obi. A; Oc. 2 in., Zeiss. 
Bei. 12 in.; T. 15; D. YY. 


in- 


Figure 2. 
Showing granulating extremities of thickened folds. 
D 329; Obj. A; Oc. 2 in., Zeiss. 
Gel. 12 in.; T. 15; DB. Ye 


Figure 3. 

Showing fibrosis of ends of folds and destruction of 
secreting structures with cellular infiltration about base 
of folds. 

D 329; Obj. A; Oc. 2 in., Zelss. 

Bel. 7 ing T. 3 & Ve 
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Figure 4. 

Fibrosis of encs of folds with coalescence and destruc- 
tion of secreting evithelium, lumen and recesses filled 
with cellular debris. 

D 329; No. 4; Obj. A; Oc. 2 in. 


Figure 5. 
Hyperplasia of the fibromuscular wall 
compression of secreting structures. 
D 329; No. 3; Obj. A; Oc. 2 in. 


of vesicle with 


Figure 6. 
fibrous thickening of walls of vesicle and 
Very 


Excessive 
marked coalescence of thickened mucous folds. 
low power. 

Sp. 91; D 279; No. 11; Box 33. 

Obj. 3 in., Oc. 2 in., Zeise. 





MAY, 1920 


Figure 7. 
cense fibrous tissue about vesicle, 
infiltration of the areolar connective 


Showing 
cellular 
clefts. 

D 213; No. 2; Obj. A; Oc. 2 


marked 
tissue 


Figure 8. 

Cellular infiltration of perivesicular tissue at consider- 
able distance from the vesicles. 

Sp. 91; D 260; No. 6; Box 33. 

Obj. A; Oc. 2 in., Zeiss. 

In the second group we find the vesicles in 
practically the same condition as in the first, but 
with marked extrinsic changes ranging from hyper- 
aemia and oedema of the perivesicular tissues in 
the earlier stages to dense thickened scar tissues 
encasing large distended vesicles in the later 
changes. This fibrous thickening is generally 
continuous with the prostatic capsule and not only 
encases the vesicles but follows the ejaculatory 
ducts through the prostate ensheathing and con- 
stricting them. In this type rectal massage never 
yields any vesicular secretion, though as_ stated 
above, the vesicles may be greatly distended with it. 

The third group represents vesicles in which 
the pathological process has been carried to the 
more extreme degree in the intrinsic changes. 
They become thickened and indurated with very 
little if any secreting capacity. On opening the 
vesicle only a drop or two of fluid can be obtained, 
and often profuse bleeding results, from the highly 
engorged vesicular and perivesicular tissues. In 
this group the vesicles are easily separated from 
their surrounding tissues. 

In the fourth type we find the most marked and 
final stages of seminal vesiculitis in which it 
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varies from the intrinsic changes found in the 
third group to a marked atrophic shrunken relic 
encased in thick tough tissue which may reach 
a quarter of an inch or more in thickness. At 
times it is utterly impossible to dissect them out 
and often very difficult to find and identify them. 
The proximity of the bladder, and the possibility 
of the peritoneum and ureters being drawn into 
closer relationship renders the operation more 
dangerous. The surrounding fibrous. tissue may 
enclose the vesicles either entirely or partly, that 
is it may be very thick and hard at the base of 
the prostate where it starts and thin out as it 
approaches the fundi of the vesicles. The vesicles 
themselves may present intrinsic inflammatory 
changes in any or all of the above types, in the 
same vesicle, with the more marked condition 
of the third group in the lower part proximal 
to the ejaculatory ducts and with distended lobules 
in the fundus which have become walled off 
and if not removed must be opened and drained. 
Occasionally we may find these extensive changes 
limited to one vesicle while the other one may be 
fairly normal or exhibit only moderate inflamma- 
tory states. 

In considering the normal microscopical anatomy, 
the vas deferens, ampullae, and seminal vesicles 
are similar in structure, each having a mucosa 
supporting several layers of epithelium. 

External to the mucosa is a muscularis, con- 
sisting of two layers of involuntary muscle, the 
inner or circular is thick, and the outer longi- 
tudinal layer somewhat thinner with a thin sub- 
mucosa connecting the mucous and muscular 
tunics. Outside of all is the fibrous adventitia, 
which is continuous with the surrounding con- 
nective tissue and contains bloodvessels and lym- 
phatics. 


The seminal vesicles are glandular and consist 
of two lobulated pouches placed between the base 
of the bladder and rectum, serving as reservoirs 
for the semen. The lining columnar epithelium 
yields a secretion which is thrown out into the 
lumen to be added to the secretion of the. testes. 

The mucosa is thrown into folds, somewhat 
These divide the 
vesicular lumen into labyrinthin spaces. Normally 
the folds are moderately thin, and may give off 
secondary divisions. (Fig. 1.) 

The microscopical pathology in the early stages 
shows more or less thickening of the mucous folds 
due to round celled infiltration and granulation 
tissue at their extremity and with some denuding 
of the epithelium. (Fiz. 2.) These thickened 
folds coalesce at their free ends, becomine more 
fibrous in character and form recesses betveen 
them which are filled with inflammatory exudate, 
secretion, necrotic cells and micro-organisms. (Fig. 
3.) Other lobulated pouches of the vesicle are 
more or less normal and many are dilated. 

In places the lumen is obviously narrowed and 
more or less clogged with debris (Fig. 4), showing 
similar but more advanced changes. The fibrous 
tissue hyperplasia becomes more evident and exerts 
compression on the degenerating epithelial strvc- 
tures. (Fig. 5.) The stroma is very cellular. 
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A part of the lobules are more or less normal 
and others are widely dilated and contain cellular 
debris. In places leucocytes are intermixed with 
the round cells. Many lobules are often nearly 
obliterated. 

In the more advanced stage of chronic vesiculitis 
the microscopical picture shows a progression of 
the conditions found in the preceding group. 
The granulation tissue increases and becomes more 
vascular. Many of the lobules are seen in a more 
advanced stage of obliteration, and being replaced 
vy fibrous tissue. (Fig. 6.) The fibrous sheath 
of the vesicle shows thickening and _ leucocytic 
and round cell infiltration is more obvious in the 
perivesicular tissues. 

In the later stages the destruction of glandular 
tissue with fibrosis is much more advanced. The 
perivesicular tissue is dense and the areolar tissue 
clefts are engorged with round cells and scattered 
or grouped leucocytes are seen. (Fig. 7.) At a 
considerable distance from the vesicles the loose 
areolar and adipose tissues are infiltrated with 
round cells and leucocytes intermixed. (Fig. 8.) 

Throughout the series the pathological changes 
are irregular in distribution and between the foci 
of destruction there are areas quite normal or 
slightly involved, while again whole lobules are 
destroyed. The most striking changes in the ad- 
vanced cases are the extensive fibrosis and the de- 
struction of the secreting mucous membranes. 

In types one and two the operative results were 
uniformly good for vesiculotomy. In type three the 


results were good on excising the vesicles and only 


slightly improved if at all on draining them. In 
type four the results of drainage were uniformly 
poor, principally because of the impossibility of 
thoroughly exposing the vesicles and opening up all 
foci of infection in both vesicular and perivesicular 
tissues. In all types there is from slight to com- 
plete retention of vesicular secretion and in the 
extreme pathological types there is more or less 
complete suppression and absence of secretion due 
to the destruction of the secreting epithelium, the 
thickening of the vesicular walls and the filling of 
the cavities with debris. 

Several men with gonorrheal rheumatism have 
stated that their rheumatism is always relieved for 
a day or two following intercourse. These cases 
most likely can be placed in the first two groups, 
where the destructive changes are in the milder 
state, and the vesicles are still sufficiently elastic to 
be able to throw out their contents through the 
involuntary musculature in the vesicular walls, dur- 
ing ejaculation. But men with their vesicles in the 
more pronounced stages have as a rule had their 
sexual capacity greatly reduced and even become 
entirely impotent. In no case in our series has any 
inman had his sexual capacity rendered less active 
than it was before either vesiculotomy or vesiculec- 
tomy, and in many cases where a patient had been 
impotent previous to operation he recovered his 
sexual capacity entirely in a few weeks or in some 
cases after several months, and a few patients claim 
they are more sexually active now and feel better 
than they have for years previously. 

In many of our cases of chronic gleet we are 
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unable to obtain any vesicular secretion by rectal 
massage. In studying the effect of massaging very 
often we find we can express the vesicular secretion 
the first time or two and then are unable to again, 
merely getting a few drops of prostatic secretion. 
The patient will even tell you that ejaculations 
during intercourse produce a diminished amount of 
semen. The most likely reason for this appears to 
be due to the production of a hyperaemia in the 
vesicle and also in the perivesicular tissues as well 
as in the prostate which tend to reduce the secret- 
ing and retaining capacity of the vesicle, in addition 
to compressing and obstructing the ejaculatory 
ducts. 

It is in such cases that we find gonorrheal rheu- 
matism, impotence and neurasthenia most resistant 
to treatment. Also in these cases we can often get 
the urethra in good condition with perfectly clear 
urine, and think our patient cured and dismiss him. 
But in a few weeks he returns with shreds and 
morning drop. A minute quantity of infected vesic- 
ular secretion has most probably oozed through 
the stenosed ejaculatory ducts and reinfected the 
urethra. We find that by draining or removing the 
vesicle and following the recovery from the opera- 
tion with a few urethral and bladder irrigations 
that the urine often becomes permanently cleared 
and the morning drop disappears. 

Lastly, though we have good clinical evidence 
that vesiculotomy and vesiculectomy produce no ill 
effects upon a man’s sexual capacity and in many 
cases improves it, we have no data in our series as 
to the effect on sterility. But if, as stated by dif- 
ferent investigators, the vesicular secretion has a 
prolonging action on the life of the spermatozoa, 
many sterile marriages can be accounted for by the 
marked fibrosis and destruction of secreting struc- 
tures in the advanced chronic vesiculitis group. 
And in cases where there is considerable organic 
and functional disturbance in a man from chronic 
autointoxication from obviously destroyed vesicles, 
there can be no reason for leaving any diseased 
tissue to impossible drainage and risking the patient 
to the chance of an unsuccessful result of his opera- 
tion, 


CLINICAL OBSERVATION AND TREAT- 
MENT OF 134 CASES OF CHRONIC 
PROSTATITIS. 


P. PLAYER, M. D., 

P. MATHE, M. D. 

the Urological Department of the University of 
California Medical School. 


The most discouraging, as regards treatment, 
yet the most frequent condition encountered in 
the practice of Urology, is Chronic Prostatitis. 
After a careful study of these cases, observed for 
the past eighteen months, we have found that 
the usual methods of treatment are unsatisfactory. 
Cotton & O'Neill, in 1903 (1) reported what 
they term, poor average results. In their series 
of 16 cases of chronic posterior infection of the 
urethra, 7 were cured and 9 were not. In 
chronic infection of the vesicle and prostate, 
11 cases were temporarily relieved, but none cured. 
Sanford (2) reported only 18 cured cases, out 
of a series of 100 cases treated at the Lakeside 
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Hospital, Cleveland, for a period of time varying 
from 5 days to 7 months. In this group were 
chronic and acute cases. Davis (3) points out 
that over 61.5% of 450 patients, treated at the 
Boston Dispensary in 1912, come for treatment 
only once or twice. In our series of cases, we 
have only one case that could be called an un- 
complicated Posterior Urethritis and treated as 
such. The patient discontinued treatment before 
the examination was completed; had he undergone 
further investigation, we would probably have 
found another focus in the urological tract re- 
sponsible for the continuance of the urethritis. In 
our belief the chief fault lies in the fact that all 
cases receive same routine form of treatment, re-’ 
gardless of the degree of involvement of the 
prostate itself, adjacent seminal vesicles, vesical 
neck and posterior urethra with its ducts, glands 
and verumontanum. 


OUR METHOD OF PROCEDURE. 


After taking a careful history of the case, the 
patient is subjected to a preliminary routine ex- 
amination, as follows: 

The external genitalia are carefully gone over. 

Any discharge from the meatus is examinated 
microscopically. Patient voids in three glasses. 
(The Jadassohn-Goldberg three glass test is used 
as a routine). ‘Their individual content is care- 
fully considered macroscopically. The specimen 
from the second glass is centrifugalized and sedi- 
ment examined microscopically, first wet, then 
fixed and stained. The result of chemical exami- 
nation for sugar, albumin, etc., is noted and the 
specific gravity is determined. 

Rectal examination of the prostate and seminal 
vesicles is recorded, according to palpatory find- 
ings on a diagram. The prostate is massaged, 
seminal vesicle stripped, according to the method 
of Cabot, and the secretion collected and sub- 
jected to microscopic examination to determine 
the relative percentage of pus to lecithin. Other 
abnormalities are recorded. 

The Bougie a Boule is passed through the an- 
terior urethra to determine points of obstruction, 
the bladder filled and a sound is passed. ‘These 
findings are noted: The size of the urinary 
meatus is observed. Further examination with 
endoscope and cystourethrascope is carried out, 
if indicated. 

According to information thus obtained and _ in 
order to treat the cases intelligently, we have 
classified them: 


: According 


II. According 


to clinical findings. 
to degree of involvement, with 


treatment employed in each subdivision. 

III. According to results obtained. 

IV. According to length of time involved in 
treatment, with the results. 

V. According to the total number of treat- 
ments, with the results. 

VI. According to intervals between treatments, 


with the results. 
Internal treatment, consisting of Hexamethylen- 
amine, in one gram doses, given before the meal 
and acid sodium phosphate in 1.5 gram _ doses 


after the meal, provided however, the urine is 
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not acid, was given as a routine in all cases. In 
massaging the prostate, the degree of pressure is 
gauged according to the reaction. In mild cases 
and where fluctuation is present, very gentle 
pressure is used. 

At this point it is well to note that one can- 
not rely on one massage of the prostate; often the 
first massage shows no pus in the secretion, but 
the second or third massage will demonstrate the 
true condition. In these cases the first massage 
breaks up multiple small packets of pus, if pres- 
ent, and the second or third shows the pus in the 
secretion. In cases of stricture of the urethra, 
seminal vesiculitis or where shreds are found in 
the three glass test, graded sounds or the Koll- 
manndilator is used. The sound is passed on a 
full bladder. The size of the sound is gradually 
increased to 28 French and never above this 
dimension, except in cases attended by stricture. 
In cases of Tabes Dorsalis, no sound is_ used. 
We have found incontinence of urine, in some 
cases, permanent, resulting from the use of sounds, 
especially where the sphincters are already relaxed. 
In all cases with a congenital stricture of the 
meatus below 26 French, a meatotomy is per- 
formed. 


I. In this classification the treatmnet is based 
according to clinical findings. Here one must 
consider the other portions of the urological tract, 
as well as the prostate itself. The following 
chart is self-explanatory. The form of treatment 
is designated under each individual classification. 
In the course of treatment, where further investi- 
gation reveals other existing conditions, the patient 
is re-classified in the proper group, on the chart. 
In this manner some of the cases appear in two 
or more groups. 


1. Chronic 6. Chronic 14. Pyelo 
Urethritis Prostatitis Nephrosis 
2. Chronic with 3. Continued 
Urethritis Sem. Vesi- 
with culitis 
Littritis 7. Seminal 
3. Chronic Vesiculitis 


Prostatitis 8. Verumon- 
4. Chronic tanitis 
Prostatitis 9. Trigonitis 
with 10. Cow- 
Arthritis peritis 
5. Chronic 11. Cystitis 
Prostatitis 12. Pyelitis 
with 13. Pyelo- 
Stricture Nephritis 
II. Treatment based on degree of involvement, 


determined by the percentage of pus in the secre- 
tion. 


CHART NO. I. 


A. Less than 10% pus. 

B. Between 10% and 20% pus. 

C. Between 20% and 40% pus. 

D. Between 40% and 100% pus. 

E. Cases of Prostatitis complicated by seminal 
vesiculitis, Arthritis or both. 

F. Persistant reappearance of pus in spite of 
treatment. 

A. These cases we consider mild, such as one 


often finds closely following an acute gonorrheal 
urethritis, which has invaded the prostatic urethra. 
In this group, 7 cases were treated, receiving an 
average total of 5 treatments. Usually we 
treated these cases at intervals of two or three 
days. The results are as follows: of the number, 
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DEGREE: OF- INVOLVEMENT: 


IMPROVEMENT 
NONE SLIGNTIMOCH [MARKED] TOTAL 


ALessThani0Z|4.10]0| 3 [7 
B|107 fe 2024/5] 1 |[4-| 10 [20] 
A0Z Tol00% 


I~Continvrp 


FE -PROSTATITIO- 
* OEMINAL YESICULITIS ARTHRITIS: 


28 Cases IMPROV EME 
NOME SListT| MOCK [CURED] TOTAL 


meen [1] 0] 51 5 [11 
jowcenmt [1 |@) 3) 0 [1 


I-ContsnvED 


‘T- RE-APPEARANCE~ PUS - 


[MPROVEMENT 
Tow Si ce WARNE OT 


4 discontinued treatment, 2 were cured and 1 
re-classified in group 8, as upon cystourethroscopic 
examination, he was found to have verumontanti- 
tis. We wish to emphasize the limited number 
of cases in this group. The treatment consisted 
of—1. Massage on a full bladder. 2. The 
patient voided. 

B. Cases showing between 10% and 20% pus. 

In this group 20 cases were treated, receiving 
an average total of 26 treatments. ‘These cases 
were treated at intervals of from two to three 
days. 
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“ACCORDING -10 RESULTS: 


IMPROVEMENT TOTAL 
Aj NONE 


Mca LENGTHOF TE: 


| TIME ba Teens 
aT ae TTT [2412412 
BSG MOS [2/0/65 {15 
cl @=9 MOS [2 [O|6(5 15 
Di iz WoseoveR 1 {O14 Hot tS: 
| [Sore Rer-2ms] | || 11 | 


“ACCORDING: TO - 
* NUMDER: OF: TREATMENIS 


TOTAL NUMBER. a 


18 QI ae 
18 70 4G [2|1(9 |10|22 


56% 72 | £10} 10] 1124 | 
72 XOVER JO] 14/4 | 7 | 


5 cases showed no improvement; 
I case showed slight improvement; 
4 cases showed much improvement; 
10 cases showed marked improvement, 
probably cured. 
The treatment consisted of: 
. Massage on a full bladder. 
2. Patient voids. 
3. A deep instillation is added, consisting 
of nitrate of silver from % of 1% or 
argyrol 25%. 


C. Cases showing between 20% and 40% pus. 
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* ACCORDING: INTERVALS 


| INTERVALS | IMPROVEMENT- 
pe NONEISLIGHTHAUCHTMARKED) TOTAL, 


eee 2-5 DAGS| {| 415] 6 [le 
DAYS |10)21|54[44 [4 
DAYS|0|2/4|5 [9 | 


In this group 17 cases were treated, receiving 
an average total of 30 treatments, at intervals of 
from two to five days, usually five days. Of these 

3 cases showed slight improvement; 

II cases showed much improvement; 

2 cases showed marked improvement. 
Treatment is as follows: 

1. Patient voids in three glasses. 

2. Massage. 

3. Irrigation of the bladder with boric 














acid 4% potassium permanganate 
1:4000 or nitrate of silver from 
1:20000 to 1:10000. 

4. Patient voids. 

5. Instillation of one of the solutions 


noted in Class 2-B. 

D. Cases showing between 40% and 100% pus. 

In this group 56 cases were treated, receiving 
an average of 25 treatments; of these 

3 cases were unimproved; 

7 cases showed slight improvement; 
22 cases showed much improvement; 
24 cases showed marked improvement. 

Treatment is as follows: 

1. Patient voids. 

2. Massage. 

3. Irrigation with 
above. 

4. A sound is passed on the full bladder. 

5. The sound is withdrawn and _ patient 
voids. 

6. A deep instillation of 
noted above is given. 

FE. Cases of Prostatitis, complicated by either 
Seminal Vesiculitis, or Arthritis or both. Of the 
134 cases studied, 110 had both prostatitis and 
seminal vesiculitis; 9 had prostatitis alone and 15 
discontinued treatment before the, Cabot test was 
made. In this group many of the cases responded 
to treatment outlined in Routine 3-D. Out of 
110 cases, 28 resisted the milder form of. treat- 
ment and therefore were transferred to a routine 


the 


solutions noted 


the 


solutions 


where vaccine was added. In these 28 cases 
seminal vesiculotomy was performed, in 7 and 
the remainder or 21 cases were treated. Of the 


21 cases treated, 11 cases were treated with 
vaccine, receiving an average of I1 injections, at 
intervals of from five to seven days. Of these 
I case showed no improvement; 

o case showed slight improvement; 
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5 cases showed much improvement; 
5 cases showed marked improvement. 
10 cases treated without vaccine 

I case showed no improvement; 

6 cases showed slight improvement; 

3 cases showed much improvement; 
© case showed marked improvement. 


Of the 


In the 7 cases treated more radically, seminal 


vesiculotomy was done, the vesicles being opened 
up and freely drained. 
Fuller (4) in his classical article pointed out 


that seminal vesiculotomy is an appropriate treat- 
ment of chronic seminal vesiculitis, complicated or 
uncomplicated by chronic gonorrheal rheumatism. 
Since then Squier (5), Young (6), Cunningham 
(7) and others have employed Vesiculotomy with 
modified technique in resistant cases, which could 
not. be benefited by less radical measures. Cun- 
ningham, Luys, Dillon (12) and others report 
good results following this treatment. 


In this group there were seven cases on which 
seminal vesiculotomy was performed. These cases 
had received treatment varying over a period of 
from two to five years. Four of these following 
operation, showed marked improvement; 1 showed 


no improvement; the other two cases are too 
recent to definitely state the extent of improve- 
ment, but symptomatically they are much im- 
proved, 


CHART NO. 2. 
‘Treatment is as follows: 
1. Patient voids. 
2. Massage and systematic 
nal vesicles. 


stripping of semi- 
If stenosis of the ejaculato- 


ry ducts is present, they should be ca- 
theterized. 
3. Irrigation with the solutations noted in 


Group 3-C. 
4. Dilatation of the prostatic urethra. 
Kollmann Posterior Dilator is used, in- 
creasing according to the tolerance of 
the patient up to 40 French, in place 
of the sounds. 
Patient voids. 


The 


5. 

6. Instillation of one of the solutions, noted 
in 3-B is used. 

7. In cases of arthritis, the joints are put 


to rest in casts; in none of these cases 
were the joints opened up and cleansed, 
as advised by Hagner (8). 

8. A stock vaccine was added, commencing 
with a dosage, sufficient to cause a mild 
reaction and increasing the amount given 
sufficiently to continue this reaction. 

g. Sitz baths used nightly. In hospital cases 

the rectophor was used. 

Systematic catheterization of the ejacula- 

tory ducts was not performed in_ these 

cases. The ejaculatory ducts should be 
catheterized in those cases where vigorous 

stripping obtains no secretion. Luys (9) 

and later Walbarst (10) report remark- 


10. 


able improvement, following catheteriza- 
tion of these ducts, which are usually 
stenosed. 


11. Vasotomy was not performed after the 


method of Belfield (13). 
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F. Persistent reappearance of pus in spite of 
treatment. 


In this group we have a number of cases whose 
secretion showed less than 5% pus. All treat- 
ment was suspended and a month’s rest was given. 
Re-examination at the end of the month showed 
re-appearance of pus, varying in amount. A care- 
ful observation of the posterior urethra, with the 
use of a cysto-urethroscope has demonstrated, in 
many instances, lesions in the posterior urethra, 
which, through irritation, cause reoccurrence of 
pathological condition of the prostate. ‘These con- 
ditions are often overlooked with the use of the 
ordinary endoscope. Nine cysts of the verumon- 
tanum or of the posterior urethra were found. 


Seven papillomata in prostatic urethra were 
found. 


One polyp of the verumontanum and the pos- 
terior urethra was found. 


We observed three abscesses of utricle. 


In one case, we noted chronic inflammation of 
the glands of the posterior urethra, prostate and 
ejaculatory ducts. 

Twenty-one cases of 
corded. 


verumontanitis were re- 


One case was noted with no lesions of the pos- 
terior urethra. 

These cases were finally relieved by use of 

1. The electro-cautery. The D’Arsonval 
high frequency current was found more 
satisfactory than the Oudin. 

. Nitrate of silver, varying in strength 
from 20% to 100%. Straight crystals, 
fused on a metal applicator, were used 
for the 100% and found to be the most 
satisfactory after the method of Geraghty. 

. Biniodide of mercury. 

. Acid nitrate of mercury. 

. Picric acid. 

. Argentide. 

Iodine. 
Less satisfactory. 

The crystals ot nitrate of silver and the electro- 
cautery were found to give the best results. In 
using the electro-cautery the small Wappler Elec- 
trode, although more difficult to manipulate, proved 
more satisfactory, because it can be more easily 
confined to the pathological point. The applica- 
tion of pure crystals of nitrate of silver, fused on 
a rod, was used every seven days. Often one ap- 
plication was found sufficient, care being exer- 
cised to apply the crystals to the pathological point 
only. With this procedure, no untoward reactions 
were encountered, as reported by Walbarst (10 
and 11) and others. Biniodide of mercury, acid 
nitrate of mercury, picric acid and argentide were 
used, but all were found less satisfactory. 


CHART NO. 3. 


III. Classification according to results ob- 
tained. Arbitrarily, we have divided this group of 
cases into four subdivisions. 

1. Cases showing no improvement. Of the to- 
tal of 134 cases, only 13 were found to show ab- 
solutely no improvement after prolonged treatment 
and 50% of these showed syphilis of the nervous 
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system. Instrumentation and applications serve 
only to irritate the local condition in cases ac- 
companied by syphilis. 

2. Twenty-six cases showing slight improve- 
ment +. Symptomatically, the improvement was 
very great and in some cases caused such relief, 
that treatment was discontinued. We have reason 
to believe that, had these cases persisted in their 
treatment, the secretion would have shown greater 
improvement. 


3. Cases showing much improvement + -+-. 
Forty-seven of the total number of cases come in 
this group. In most of these cases the clinical 
symptoms have entirely cleared up. The prostatic 
secretion, however, showed about 20% pus. 


In the 48 cases showing marked improvement, 
probably cured, + + +, there were less than 5% 
pus in the secretion, symptoms entirely cleared up. 
They are kept under observation with monthly 
massage, in order that we may be sure that the 
condition is more or less stable. ‘These cases are 
to be followed by serological tests. 


CHART NO. 4. 

IV. Classification according to the length of 
time of treatment and results. 

A. After persistent treatment for three months 

or under. 

11 cases showed absolutely no improvement ; 
7 of these discontinued treatment of 
their own accord and were not followed. 

24 cases showed slight improveemnt, +L. 

24 cases showed much improvement, + -+. 

21 cases showed marked improvement, prob- 
ably cured, + + +. 

From three to six months’ treatment. 

2 cases showed no improvement, —. 

o case showed slight improvement, +. 

8 cases showed much improvement, + +L. 
5 cases showed marked improvement, -—- 
++. 

In passing, we point out the fact that these cases, 
although treated for a longer period of time than 
those in above group (Group IV. A), show a 
smaller number of cured cases, but a greater de- 
gree of improvement. One must bear in mind, 
however, that individuals are dealt with whose 
general resistance is below par (those having great 
resistance being cured in three months). The less 
the resistance, the greater length of time one must 
employ. In the two cases showing no improve- 
ment, both had syphilis i in some form. 

C. From six to nine months’ treatment. 

No improvement, 2 cases (both had syph- 

ilis). 

Slight improvement, o case -+-. 

Much -improvement, 6 cases + +. 

Marked improvement, 5 cases -+ +- +. 

This group presents the same results as Group 
IV B. Again we demonstrate that the cases show- 
ing no improvement after prolonged treatment have 
syphilis. 

D. Treatment for one year and over. 

Unimproved, 0 case —. 

Slight improvement, 0 case ++. 

Much improvement, 4 cases + -+-. 

Marked improvement, 4 cases + -- +L. 
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CHART NO. 5. 
The results, according to the total number 
treatments, are as follows: 
1. 18 treatments or less. 
Unimproved, 9 cases —. 
Slight improvement, 26 cases +. 
Much improvement, 23 cases + +. 
Marked improvement, 21 cases + + +. 
2. Between 18 and 36 treatments. 
Unimproved, 2 cases —. 
Slight improvement, 1 case +. 
Much improvement, 9 cases + +. 
Marked improvement, 10 cases + + +. 
3. Between 36 and 72 treatments. 
Unimproved, 2 cases (both luetic). 
Slight improvement, 0 case +. 
Much improvement, 10 cases -+- +. 
Marked improvement, 12 cases + + +. 
4. 72 treatments and over (From 1 to 5 years). 
Unimproved, 0 case —. 
Slight improvement, 1 case +. 
Much improvement, 4 cases + +. 
Marked improvement, 2 cases ++ + +. 

The case showing slight improvement also had 
Seminal Vesiculitis and is markedly improved since 
seminal vesiculotomy was done. 

CHART NO. 6. 

VI. Results according to intervals of treatment. 
1. Treated at intervals of from 2-3 days, averag- 

ing 3 treatments a week. 

Unimproved, 1 case —. 

Slight improvement, 4 cases +. 

Much improvement, 5 cases + +. 

Marked improvement, 6 cases + -+- +. 
2. Treated at intervals of five days. 

Unimproved, 10 cases — —. 

Slight improvement, 21 cases +. 

Much improvement, 39 cases + +. 

Marked improvement, 44 cases + + +. 
3. Treated at intervals of seven days. 

Unimproved, 0 case —. 

Slight improvement, 2 cases +. 

Much improvement, 4 cases + +. 

Marked improvement, 3 cases -+ -+ -+. 

In spite of the fact that the greater percentage 
of improvement was shown in cases treated at five 
day intervals, it was found that other cases showed 
no improvement unless the intervals were reduced. 
This goes to prove that no definite interval can 
be relied upon, as every case presents its individual 


of 


peculiarity. 
CHART NO. 7. 
SUMMARY. 
1. In the treatment of Chronic Prostatitis, a 


careful history must be taken, a thorough exam- 
ination made and the patient placed under one of a 
number of routines, outlined to meet the patholog- 
ical condition present and those that may arise. 

2. In cases with.a previous gonorrheal history, 
two or more massages should be done before a neg- 
ative report can be given. Many cases giving a 
normal secretion on the first massage will show 
pathology upon the second or third massages. 

3. In cases, accompanied by Tabes, the rou- 
tine treatment, consisting of massage, instrumenta- 
tion and instillations, received little, if any, ben- 
efit—in some cases positive harm. 
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4. The form of treatment should be based upon 
the amount of involvement of the prostate. 


5. Prostatitis, complicated by Seminal Vesiculi- 
tis and Arthritis, receives the greatest benefit from 
massage, systematic stripping of the vesicles, dila- 
tation of the posterior urethra, deep instillations, 
splinting of the affected joints and the use of stock 
vaccines. Extreme cases are best benefited by dila- 
tation of the stenosed ejaculatory ducts, vasotomy 
or the radical seminal vesiculotomy. 

6. In this series of 134 cases: 

12 showed no improvement; 

26 showed slight improvement; 

47 showed much improvement; 

48 showed marked improvement, 
probable cure. 


7. On the whole, all cases are very resistant to 
treatment, but the greater the length of time of 
intelligent treatment, the better the results. 


8. Our experience has been that the most re- 
sistant cases will improve, if a sufficient number 
of proper treatments is persisted in and all compli- 
cations looked for and overcome. With the ordi- 
nary endoscope lesions of the posterior urethra are 
not seen as well as with the cysto-urethroscope of 
Buerger and McCarthy. 


9. In the average case, five day interval treat- 
ments have given the best results, although no 
stated interval can be accorded every case. 

We wish to thank Drs. Hinman, McDonald 
and Partridge for their co-operation in preparing 
this paper. 
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CONTRACTURE OF THE BLADDER- 

NECK AND OTHER OBSTRUCTIONS 

THEREAT, EXCLUSIVE OF  PRO- 

STATIC HYPERTROPHY AND CAN- 

CER, AND THEIR TREATMENT. 

By ROBERT V. DAY, M.D., Los Angeles, Cal. 

While the literature deals admirably and abun- 
dantly with pathology, symptoms, and the classic 
Young’s Punch operation, there are quite a con- 
siderable percentage of cases which present ana- 
tomical features and technical difficulties that 
require separate consideration from a_ surgical 
standpoint. It is not necessary to go over the 
pathologic anatomy or the symptoms except to 
state that there is in all a bar, a tight collar or 
a firm, hard, fibrous non-dilatable ring. 

This means residual, stasis, back-pressure, infec- 
tion, pyelonephritis, partial or intermittent reten- 
tion—any or all—in fact prostatism sans prostate. 
Urologists the world over have devised methods, 
as the Bottini Operation—or the Chetwood im- 
provement—and several others, to deal with this 
pathologic condition. It remained for Young 
with his characteristic genius to evolve the 
“Punch.” The “Punch” operation, however—like 
all other good things—has its drawbacks. Some- 
times the bar’ is thin and so very well defined 
that bleeding is slight; but usually there is a con- 
siderable bleeding for the first forty-eight hours, 
bladder tenesmus, and a very high temperature 
from the second or third to the sixth day in most 
cases. A large woven silk catheter—indwelling— 
from size 24 Charriere to 28 Charriere ‘is neces- 


sary to prevent blood clots forming and being 


retained in the bladder. Being stiff and firm 
such a large catheter almost always causes suffer- 
ing, frequently extreme. . Of course continuous 
irrigation through a two-way catheter was prac- 
ticed for a.long time by every one. I had one 
patient—a carcinoma case—with an_ electrically 
heated and automatically regulated apparatus for 
eight days under continuous irrigation. But they 
are all troublesome and require the highest grade 
of intelligence and diligence on the part of the 
nurses and for these reasons are not always to be 
depended upon. I believe the bleeding is less 
but not very noticeably so, with the kephalin- 
coated catheters after the technique of Howard 
Cecil; certainly the febrile reaction is not lessened. 
There are again quite a few cases in which neither 
a Young’s Punch—nor any other non-flexible metal 
instrument—can be introduced through the bladder 
neck from the meatus without using blind force 
and consequently producing false passages or dan- 
gerous tearing. I have been unable to find any 
reference in the literature to an open operation 
with Young’s Punch. Even MacGowan, who 
was the first to use this open method and con- 
tinues to do so in a limited number of cases and 
who is a strong believer in it, has published 
nothing about it except an occasional casual refer- 
ence in other papers. 

I think that we may conservatively say there 
are just four feasible and successful methods 


of treating bladder neck contracture of median 
bar. 
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1. First—and widely useful—Young’s Classic 
Punch operation through and intact bladder and 
urethra. ie 

2. MacGowan’s Modification with the bladder 
opened supra-pubically or an incision through the 
prostatic, membranous, or bulbous urethra (usually 
the prostatic). 

3. Bugbee’s High-Frequency method. 

4. A method devised by the author was 
described and cases reported at the 1915 A. M. A. 
meeting and published November 20, 1915 in 
the Journal of the A. M. A. This has a quite 
limited application. The conclusions drawn at 
that time, I believe, are sound. While the 
technique then was somewhat crude, the develop- 
ment of special electrodes has, in selected cases, 
made the procedure rather simple and precise for 
an experienced urologist. 

To discuss in brief these procedures seriatum, 
too much can not be said for the unmodified 
Young’s operation in properly chosen cases when 
performed by experienced urologists who have 
learned to avoid its dangers and pitfalls. 

The open operation of MacGowan is 
precise, avoids some of the dangers of the original 
method, accomplishes a most thorough removal 
of all obstruction, and insures a comfortable and 
safe convalescence by reason of the suprapubic (or 
occasional perineal) drainage. 

Some years back I saw three cases of bladder 
neck contracture without any objective signs of 
stricture in the anterior or membranous urethra 
which offered no obstruction whatever to the 
punch until well into the posterior urethra. Re- 
peated trials, after careful alypin anaesthesia, at 
introducing an 18 cystoscope—both convex and 
concave sheaths—were failures. Yet when these 
men were under spinal anaesthesia, opened supra- 
pubically, the hard fibrous ring dilated somewhat 
with the index finger, then depressed with the 
finger still in the bladder neck, the punch could 
be introduced with the other hand fairly easily. 
These were comparatively young men and are 
all perfectly well today and have no residual. 
I have seen also, a considerable number of cases 
diagnosed as perineal stricture where there was 
only slight stricture or none at all and - operated 
perineally. The posterior urethra nearest the 
bladder neck was extremely coude. Many of these 
were operated by general surgeons who did not 
recognize the bladder neck condition. Some of 
these patients had had an external urethrotomy— 
one as many as seven. The punch with the open 
method effected a practical cure in all. Of course 
an external urethrotomy only, was a very simonle 
procedure by any surgeon—since a large guide 
went well past the membranous urethra—but the 
operations afforded little or no relief from the 
symptoms. Any of these cases probably had onlv 
slight stricture at first; but rough instrumentation 
and the making of false passages had produced 
them. The old idea, that practically all cases 
of bladder-neck contracture take a sound or other 
metal instrument easily, I believe is erroneous. 
One sees mary cases from 33 to 40 years old— 
usually consulting one for relative impotence— 
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which show a very coude posterior urethra making 
it often a tedious, distressing and difficult procedure 
to introduce even a small number 18 cystoscope 
or such an easily introduced instrument as the 
Geiringer urethroscope with the Luys Obturator. 
These cases had not as yet had any residual or 
if so it was not constant. But I cannot avoid the 
feeling that these are cases of prostatism sans 
prostate in the making. They are greatly bene- 
fited by dilatation particularly if this is produced 
by a cystoscope or any instrument which when 
well in the bladder is a straight instrument, thus 
depressing the bar. The residual when present 
often disappears for a considerable time following 
a few examinations or dilatations. 


In my clinic at the Los Angeles County Hos- 
pital I have found it expedient for both the 
patient and the operator to have the Resident 
Urologist perform a suprapubic cystotomy with 
dePesser drainage in cases of impassable stricture 
in men 45 to 55 years of age, when a bladder- 
neck condition is suspected. Then in a few 
days we do an external urethrotomy over a retro- 
grade staff. If bulbo-membranous stricture is 
present an external urethrotomy just anterior to it 
is done over any ordinary staff. These two are 
connected, it then being usually easy to find the 
line of cleavage between the adherent walls, 
a punch operation if necessary being done through 
the perineal opening with a finger or two in the 
bladder suprapubically as a guide. One is, amazed 
at the rapid convalescence, quick recovery and 
lasting results of this operation. It may well be 
done at one sitting if one is fairly sure of the 
kidney function; but an acute partial or total 
retention that is not capable of being relieved by 
a catheter makes this uncertain and one must 
depend on the blood creatinin, blood urea or total 
non-protein nitrogen. Reliable data on_ these 
procedures is not always available at public hos- 
pitals. 


Doubtless many readers will criticize the extra 
incision; but it stands for postoperative comfort, 
precise correction of pathologic condition and really 
for a shorter convalescence. Many of these cases 
—in fact most of them—in both private and 
County Hospital practice have been instrumented 
ad libidum by their own physician before going 
to the hospital and later by an intern in the 
hospital, with perhaps a beginning hematoma in 
the perineum. A perineal urethrotomy under such 
circumstances is usually an operation done in the 
dark; whereas a retrograde is quick, sure and 
exact, causes no unnecessary trauma, tearing, or 
talse passage. 


Let me repeat that this method of combined 
suprapubic and perineal incision is chosen only in 
cases of impassable stricture where a bladder neck 
contracture is suspected. 


About four years ago I was called in an 
emergency to operate on a man thirty-five years 
old, already in the hospital with acute retention. 
He had had intermittent retention for several 
days. The night previous a metal catheter had 
been forced into the bladder under chloroform 
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anaesthesia. All sorts of catheters and filiforms 
refused to go. On the operating table I injected 
the urethra with methylene blue solution. A 
Young’s perineal exposure was then done and an 
opening made in the prostatic urethra. I could 
insert nothing into the bladder—filiform, the finest 
flexible silver grooved director, small Kelly sounds 
nor Young’s director sound. A suprapubic opening 
was immediately made and with a finger in the 
bladder the reason for failure below was very 
apparent—the internal meatus pointed in the 
general direction towards the abdominal wall but 
slightly curved so that it pointed rather towards 
the pubic bone. It was hard and firm as cartilage. 


. 

With the greatest effort finger dilation allowed the 
punch to enter from the perineum. He was 
thoroughly punched, made a quick recovery and 
takes a large sound as easily today as a normal 
urethra and then only at intervals of months for 
insurance. Several other cases in private practice 
presented similar difficulties and the results were 
all good. 


At the County Hospital one sees many of these 
cases if he is wide awake and they are not 
infrequently complicated by a real stricture of the 
smallest caliber at the bulbo membranous junction. 
They are not for the most part cases of simple 
bar, but hard cartilage—like unmistakable con- 
tractures that require the greatest force with the 
index finger to dilate, and then only with counter- 
pressure in the perineum. Such cases are usually 
urethrotomized externally and the neglect of the 
contracture accounts for many failures after exter- 
urethrotomy. In the old days, fifteen to 
twenty or more years ago, when an external 
urethrotomy was followed by dilation with the 
finger, Palmer or other uterine cervical cilators 
or incision of. the bladder-neck floor with a Bliz- 
zard, accounts for many otherwise unsatisfactory 
results. 


These cases reported have all been very carefully 
studied and were neither carcinomatous, prostatic 
hypertrophy nor imaginary contractures. Of course 
our number at the County Hospital has been con- 
siderable—but one must remember that it is the 
second or third largest hospital in America and 
gathers many derelicts from the East as well as 
from the West. 


I invariably do the punch operation at the 
County Hospital by the open method—almost 
always with a suprapubic opening. In_ private 
practice if a patient is not a first class risk as 
to lunes, heart, kidneys, or if he is a sensitive 
high-strung man and cannot stand pain I mvch 
prefer the open operation. In the strong robust 
laborer, artisan or phlegmatic man the original 
punch operation of Young through an_ intact 
vrethra and a closed bladder, is the procedure ot 
choice. 


Bugbee’s Cautery method has its very decided 
advantages and disadvantages. Recurring epididy- 
mitis, hypersensitive posterior urethras from inflam- 
mation, trauma or individual tendency to urinary 
fever offer barriers to its use. It is surprising, 
however, how much of a furrow may be produced 
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at a few sittings with a Bugbee’s High-Frequency 
Electrode. The bleeding from the separation of 
the slough is seldom sufficient to be troublesome. 
But occasionally the bleeding and the bladder-neck 
site of the burning is often distressing since several 
sittings are usually necessary. It is seldom neces- 
sary to go to bed as there is little or no bleeding. 
The most annoying objection is that a percentage 
develop epididymitis and occasionally urinary fever 
which we believe to be a septicemia. 


The author’s method is a procedure precisely 
the same as the original punch operation except 
that the bar projecting into the fenestrum of the 
punch is needled with a small specially insulated 
electréde much after the manner of electrolysis 
of a wart or mole but using high-frequency cur- 
rent—d’Arsonval—being used to cook it and pre- 
vent the bleeding after it is punched away. After 
it is cooked, one must punch it out in order 
to remove the punch. The external reflected light 
(a Young’s Light Carrier) is obviously necessary 
to see where one is needling. Moreover a good 
electric suction pump is highly essential to keep 
the field dry and do away with reflected light. 
The needled end of the electrode is parallel with 
the punch just as an ordinary electrolysis needle 
is inserted’ parallel with the skin. It is not only 
unnecessary but very harmful to continue this 
too far as the cooking is rapid and may extend 
too deep—much deeper than the bar. This 
method is useful in those with thin bars—in which 
wide-spread burning is unnecessary. It is I believe 
the simplest and best procedure for post-convales- 
cent removal of small obstruction which we all 
occasionally have, such as tags of capsules, small 
pieces of prostate adhering to the bladder-neck 
or any small piece of prostatic tissue overlooked 
at the time of overation and producing a shelf 
or otherwise causing slight residual. It may be 
used to remove these pieces of redundant tissue at 
the posterior site, laterally or anteriorly. In the 
latter case the fenestrum of the punch must be 
rotated clear to the top, depressed very strongly 
and pulled upon until the teeth catch. 


The so-called trap-door obstructions arising from 
the anterior portion of one or both lateral lobes 
or, as some believe, from the anterior lobe, were 
at one time dealt with by prostatectomy—if the 
gland could be shelled; or if not by rongeuring it 
through a suprapubic ovenine. Undauestionably 
the best way is by punching through the urethra 
with the bladder open suprapubically and the 
punch rotated 180 degrees (that is inverted) and 
the fixing of the tissue in the fenestrum under 
digital guidance. If it is small the author’s Hich 
Freauency method may be used through the 
urethra with an intact bladder. 


In conclusion I may state that having person- 
ally used one or the other of the above pro- 
cedures in nearly forty cases, if it were necessary 
to have a punch operation on myself and a good 
deal of punching was required, I should choose 
the open operation because of an easy convalesc- 
ence, a thorough and concise removal of obstruc- 
tions and avoid the high temperature and _tenes- 
mus that are not entirely without significance. 
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7 By WALTER R. CRANE, M. D. 

At a recent meeting one of our members read 
a paper entitled “The Lay Radiographer,” a 
paper that was clean cut and to the point, and 
that the radiographic situation in Los Angeles 
certainly called for. A similar condition exists 
to embarass and lower the efficiency of the anzs- 
thetist, and I wish tonight to call your attention 
to the Lay Anesthetist, who is not licensed to 
practice medicine or surgery in this state. 

At the present time any one who has a little 
knowledge and a colossal nerve may give anzs- 
thetics, provided he finds a surgeon who is willing 
to accept the responsibility for the anesthetic in 
addition to his own responsibility for the opera- 
tion. Unfortunately our state medical practice 
act is no more definite with regard to anesthetists 
than it is to roentgenologists. 

There are certain qualifications which every 
one who gives anesthetics should possess: 

First—The anesthetist should have had a thor- 
ough training in medicine and surgery. 

Seconé—The anesthetist should have had a 
special training in the giving of anesthetics, either 
in a hospital or elsewhere. 

Third—The anesthetist should have the general 
qualifications that are developed by the above 
training,—knowledge, experience and _ confidence ; 
tact and patience in handling the patient; cool 
judgment in time of need. He should be cautious 
for his patient’s welfare, but not afraid to keep 
his patient in the proper stage of anesthesia. The 
anesthetist should accept the responsibility for the 
patient’s life, knowing that he is competent. He 
should act on his own initiative for his patient’s 
welfare, regardless of advice from the surgeon or 
bystander. He should understand the patient’s 
condition and the shock to be expected from the 
operation. He should choose the anesthetic to be 
used and the preliminary medication. He should 
consult with the surgeon as the case requires and 
advise as to the patient’s condition during the 
operation. 

W. W. Keen, a surgeon of wide experience and 
international fame has said, “Next to the surgeon 
and even before the first assistant, stands the 
anesthetist, holding the scales of life and death.” 

The trained anesthetist recognizes a complica- 
tion and knows the treatment. 

All this and more is gained only by a full 
medical and hospital training, a training that at 
the best is none too thorough for the responsibility 
involved, and I would speak for raising the 
standards of education for the anzsthetist rather 
than lowering them. 

The relation that the anesthetist bears to the 
patient is analogous to that of the surgeon. The 
life or future well being of the individual mav 
be jeopardized through the carelessness or ignor- 
ance of one or the other. 

It is obvious that a layman cannot be trained 
to take the place of a physician without endanger- 
ing the patient, and it is equally patent that the 
meaver medical and surgical training that a nurse 
receives does not qualify her to give anzsthetics, 
except in case of emergency. 


* Presented to Tos 
tion, October 16, 1919. 
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I wish to quote here from a paper by James 
Taylor Lewis, Counsel for the Medical Society 
of the State of New York. “The giving of 
anesthetics is undeniably a phase of the practice 
of medicine as defined by law. As the law now 
stands, it prohibits any one without a doctor’s 
license from giving ether, chloroform or other 
poisonous gas to a patient, except when directly 
and continuously supervised by a physician. Such 
direct and continuous supervision means just what 
the words express, and if a physician has to do 
this, he might as well give the anesthetic him- 
self. It would be a reduction to absurdity to 
have an experienced physician always at hand to 
directly and continuously supervise a nurse anzs- 
thetist, in the statute’s sense, and not administer 
the anesthetic himself. 

“The only justification for the giving of an 
anzsthetic by a nurse is an emergent or in some 
sense exceptional situation precluding the regular 
mode of procedure.” 

Mr. Lewis contends that criminal action should 
be brought to prevent the continuation of this 
practice in certain hospitals, not only because the 
law is being violated, but because human lives are 
being endangered. He states that the nurse who 
gives an anesthetic must watch the pulse, must 
pass upon the strength of the pulse, the color of 
the lips and skin and other symptoms, and that 
all this is diagnosing the physical condition, and 
even diagnosing the presence or absence of disease, 
according to the definition of diagnosis on our 
statute books. 

He further says, “The operating surgeon can 
give no attention to the effects of the anzsthetic, 
and if the nurse notices symptoms which indicate 
that the patient is going bad, the responsibility 
of taking action is hers, and she must prescribe.” 

He states also that in a suit growing out of the 
death of a patient where the surgeon had volu- 
tarily employed an anesthetist who was not a 
licensed physician, he would certainly be held 
responsible. 

Also that he is of the opinion that any nurse 
who undertakes to give an anesthetic in the 
usual way that it is given in hospitals every. day, 
at the bedside or in the anesthetizing room, is 
certainly practicing medicine. She surely under- 
takes to look after the life of the patient and 
holds herself out as being able to diagnose a 
physical condition, whatever it may be. Emergency 
treatment too becomes a matter of grave impor- 
tance, because in the midst of the administration 
of the anesthetic, if signs develop which show 
approaching collapse, instant treatment is indi- 
cated. Not only does the nurse by giving an 
anesthetic attempt to diagnose the condition and 
interpret the signs which the patient may exhibit, 
but she also represents herself as being able to 
instantly administer stimulants, or some remediable 
agent to save the life of the patient. 

It is a woeful lack of foresight that the giving 
of anesthetics, a specialty that is vital to the 
patient’s welfare, should be allowed to fall into 
the hands of those who have not had the pre- 
liminary medical or essential anesthetic training to 
make them competent for this work. 
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The patient who has come for relief and has 
submitted himself to the skill of the surgeon has 
a right to expect a skilled anesthetist who has 
had as thorough a training as the surgeon. Would 
it not behoove the surgeon to ask himself, “What 
would I want for myself or family, would I trust 
my life to a nurse or lay anesthetist, or would 
I demand the best medically trained expert ob- 
tainable ?” 


From an economic standpoint, what does it profit 
the anesthetist to spend his years in college and 
hospital training only to compete against a trained 
layman or a nurse? It is to be regretted that a 
small part of the profession the country over has 
encouraged the lay anesthetist by employing 
nurses and trained office girls for this important 
work. This is equally to be deprecated whether 
the surgeon pays a monthly wage and_ pockets 
the anesthetic fee himself or allows the anzs- 
thetist to collect the fee. 

Mr. Lewis again says, “In utilizing her service 
as a salaried attache, certain surgeons and hospitals 
have been and are now enabled to undergell the 
anesthetic services of their confreres an@ com- 
petitors. Fortified with endowments, such _indi- 
viduals and institutions have not hesitated to 
reduce anesthetic fees to an irreducible mini- 
mum,—to a basis upon which no self-respecting, 
independent, qualified anzsthetist can make a 
decent living or maintain an ethical standing in 
his profession. As for underpriced fees, especially 
when they are accorded patients who are financially 
able to pay proper fees, these fees constitute an 


economic crime against the welfare of the entire 
profession.” 


Just a word as to the fees for anesthetics. I 
realize that this is somewhat of a delicate subject. 
The patient usually comes to the surgeon, who 
feels that he knows best the fee to be collected 
by the anesthetist. There is a wide variance of 
opinion as to the value of the anzsthetist’s time 
and skill. The fee should be commensurate with 
the service rendered. There should be a reason- 
able minimum fee on account of the skill required 
and the responsibility assumed, and the maximum 


fee should be in direct proportion to that obtained 
by the surgeon. 


It may be that a scarcity of civilian physicians 
during the recent war has led to an increase of 


this practice of employing lay anesthetists. That 
crisis is past now. The training of lay anzs- 
thetists was discontinued by the government with 
the signing of the armistice. It was only a war 
measure and is no argument for the practice. Dr. 
C. G. Child, Jr., of New York says, “It would 
be an insult to our intelligence to ask us to be- 
lieve that a nurse, untrained in 
a six months’ or sixteen months’ 
administer an anzsthetic as 
medical man who devotes his life to it. Why 
should you expect it in anesthesia? You don’t 
expect it in any other branch of medicine.” 

Some will sav that this large hospital or that 
well known medical center employs nurses or lay 
anesthetists. That certainly does not excuse the 
practice if it is not a good one. 


medicine, can in 
course learn to 
well as a_ trained 
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Simply because a nurse or a number of nurses 
in the United States in different hospitals have 
been successful because of their being associated 
with members of the medical profession, or because 
they have had opportunity to observe, or have 
given thousands of patients an anesthetic and 
learned how to give it, and are familiar with the 
signs of the unfortunate results which may ensue, 
is an extremely poor reason for saying that all 
nurses, however qualified, may proceed with the 
administration of anesthetics, and so endanger the 
lives of patients. 

Dr. J. P. Flagg of New York says, “There is 
no question but that the nurses at Rochester and 
Lakeside do beautiful anesthetic work, but the 
permission to do this work opens the way for 
innumerable abuses by others who are not able 
to do anesthetic work as they do. It is a question 
of the morality of the practice and not a question 
of the expediency.” 


For years the professional anesthetist has been 
recognized in England, but it has only been 
recently that this specialty has developed in the 
United States, although the first anesthetics were 
given here, and it is here that the greatest ad- 
vancement in the science has taken place. 


The use of the unlicensed anzsthetist is prac- 
tically ron-existent in England, France, Germany, 
Austria, Russia and other European countries. In 
England the British Medical Association, the 
Royal Medical Society, the British Dental Asso- 
ciation, the British Society for the Advancement 
of Science, and the General Medical Council, etc., 
have all endorsed legislation restricting the ad- 
ministration of anesthesia to licensed practitioners 
of medicine or dentistry. The Ohio, Kentucky, 
West Virginia and Georgia State Boards have 
ruled against the nurse anesthetist as_ illegal. 
In other states legislation is now being agitated. 
There is little difference really, in the medical 
laws of the states which have attempted to keep 
up with the procession of scientific advancement. 
It is largely a matter of the interpretation of 
the law. 


Definite standards in anesthesia have been 
adopted by most medical schools for their grad- 
uates and interns. The State Board examination 
for certificates to practice medicine demand compe- 
tence in anesthesia. 


Every advance and discovery in anesthesia has 
been made by a physician, surgeon or dentist 
specialist in anzsthesia. 


Dr. J. A. Zabrocki of Chicago says, ““The nurse 
anesthetist has proven practical mechanically, but 
scientifically lacking and dangerous,’ and Dr. 
Bevan adds, “No matter how well trained she 
(the nurse), is not prepared to give instruction 
nor to add to the existing knowledge of the 
science by properly conducted research.” 

In all its history no nurse has contributed any- 
thing of value to the science or art of anesthesia, 
and it is likely never will. A complete review of 
all the literature on anesthesia shows since its dis- 
covery to date only three papers from nurse anes- 
thetists. 
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Why not be fair to ourselves, our patients and 
our colleagues who have had competent training as 
anesthetists and have selected anesthesia as their 
specialty ? 

We are all working together to raise the stand- 
ard of medical practice in our state. We have an 
association formed for the purpose of passing good 
medical laws and thereby protecting the public and 
ourselves. We are trying to limit the pathies and 
practics which are in reality only short’ cuts to 
the practice of medicine. Why let down the bars 
where anesthetics are concerned ? 


Discussion. 

The Chairman, Dr. W. T. McArthur: That is 
a very valuable and interesting paper and it is 
now open for discussion. I would like to allow 
as much time as possible because Dr. Crane was 
kind enough to withdraw on a previous occasion 
when it was necessary to bring up other impor- 
tant matters. If the discussions are brief and to 
the point we can have a good many, and I would 
suggest that we limit the opening discussion to 
five minutes and the others to three. I presume 
there will be arguments pro and con, so I will 
ask some one to open the discussion for the pros. 

Dr. Andrew Stewart Lobingier: Dr. Crane re- 
quested me to open the discussion. It is very 
easy to take sides on a question of this kind. I 
presume pretty near all of. us have been guilty 
of having used a lay anaesthetist at one time or 
another. Dr. Crane has presented some very good 
arguments this evening, presumably unanswerable; 
they impressed me that way at least. I will have 
very few words to say to you, and they will be 
particularly with reference to the tendency all 
over the country, which has been obvious in the 
last five or ten years, to standardize medicine 
and surgery; I mean to say standardize the re- 
quirements. Not necessarily the legal, and not 
necessarily the ethical, but particularly the scien- 
tific requirements which will qualify a man to 
limit himself to a specialty, and justify him in 
that assumption. We have had two papers on 
specialties, that is to say, we have had two papers 
discussing what the qualifications should be for 
men and women to practice along special lines. 
That simply shows a disposition on the part of 
the association, the members of the association, 
to consider what is very clearly the tendency of 
medical education in America today. I think it 
is more manifest here than anywhere abroad. 
We must have standards to justify our claim for 
practicing a specialty, and if the standards are 
adopted, then we must adhere to them. 

Anaesthesia is a part of medical practice, and 
it should be assumed only by persons who are so 
thoroughly trained and qualified that they are 
able to interpret any pathological or physiological 
change which may occur while the patient is 
under anaesthesia. They should go further; they 
should be able to form an intelligent opinion as 
to the ability of the patient to receive the anaes- 
thetic, whatever the choice of anaesthetic may be. 
That implies a very intimate acquaintance with 
physiologic chemistry, and pathologic chemistry 
of secretions. the condition of the heart, respira- 
tion and so forth. Of these things he should have 
an accurate knowledge. 

I am perfectly well aware of the fact that a 
person who is ignorant of these things can get 
through. They are getting through all the time. 
But that is not the question. The question before 
us is the standardization of medical practice, be- 
cause the paper to-night had to deal with just that 
subject, and that is what I am discussing. 

Eight or ten years ago I was asked to discuss 
post-graduate degrees in medicine, in a symposium 
on that subject, on the standardization of medical 
education in this country. T took the position that 
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by reason of the upgrowth of medical colleges in 
this country, we could eventually have standardiza- 
tion of specialties, and in order to have those spe- 
cialties standardized it would be necessary to pass 
certain examinations, and I suggested that those 
examinations would probably be conducted by the 


federal government, or at least by the states, 
through commissions delegated by the _ federal 
government. 


That after a man graduated in general medicine, 
he would have a bachelor’s degree, instead of a 
doctor’s degree, and after graduation he would 
study a specialty, and his proficiency in that spe- 
cialty would be passed upon by a board, and then 
he would receive his doctor’s degree, just as a man 
takes his degree in philosophy. Then when he 
passed that examination, that federal examination 
Or an examination at least conducted under fed- 
eral supervision, he would be entitled to practice 
in any commonwealth in this republic without fur- 
ther examinations. He would be known as a sur- 
geon, or ophthalmologist, or obstetrician, or what- 
ever it might be. And I believe that we are 
tending in that direction. And the anaesthetist 
will be one of those specialists and he will know 
considerably more about his work in a more pre- 
cise and accurate way than he does now. 

Dr. A. J. Scott, Jr.: In the few remarks I will 
have to make I will deal more particularly with 
the lay anaesthetist as applying to the giving of 
anaesthetics to children. These lay anaesthetists 
that I have seen, when they come to administer 
ether to infants and even older children, for major 
operations, do not seem to appreciate that there 
is a considerable difference between the lung ca- 
pacity and the nervous system of a child as com- 
pared with an adult. I have seen these little ones 
get pretty cyanotic, and show signs of collapse 
before the nurse seemed to appreciate what was 
going wrong. 

If it was our own youngster that was to be 
given an anaesthetic, it would be the best graduate 
physician in town, practicing as an anaesthetist, 
that would be called. If it was our own wife, or 
our own self, we would not take any chances with 
a non-medical or nurse anaesthetist. 

Personally I think we are doing our patients a 
great wrong to subject them to the dangers of 
anaesthesia in the hands of a. person who is not 
properly trained. Granted that there are a few 
highly trained and well-qualified nurse-anaesthetists, 
still where there is one so qualified there will be 
many who are not, and it is these many we ought 
to get after. 

In reply for a minute to Dr. Lobingier’s re- 
marks on standardization, it may be of interest to 
the Association to know that in Minneapolis, Dr. 
Julius Sedgwick, in his Pediatric Clinic is trying 
to train men particularly with an extra three years 
course after they graduate, and when they get 
through they are supposed to be and really are 
qualified Pediatrists. And there really ought to 
be something of: that sort for anaesthesia, because 
it seems to me personally, from an experience of 
a number of years, that anaesthesia is a high-grade 
specialty, and one that requires a good deal of 
thought. and a good deal of care; and it does not 
seem right to take chances with a person who 
has not had full medical training. 

Dr. C. P. Thomas: Dr. Crane and Dr. Lobingier 
have pretty well covered the arguments and I do 
not want to unnecessarily prolong this discussion, 
but I do feel it is the duty of the surgeon, to 
see that a competent anaesthetist is employed. 

T recall the remark made bv the late Joseph 
Price who said that the anaesthetist brought the 
patient to the brink of the precipice and held him 
there until the surgeon finished, and if he did not 
push the patient over, he had a good chance to 
get well. That is true. As an operating surgeon 
of several years’ standing. I look back upon some 
of the most unpleasant experiences which I ever 
had in the operating room as being due to the 


inefficient administration of anaesthesia. 
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There are three or four standpoints from which 
we should consider this matter. From the scien- 
tific standpoint there is no room for argument. 
The anaesthetist should be competent to examine 
the patient, and decide how much anaesthesia the 
patient should have and how long he should be 
able to stand it, and he should be able to pre- 
scribe quickly and without annoying the surgeon 
unduly, for any complication that may arise. He 
should be able to recognize quickly the symptoms 
of an overdose of anaesthetic. All these things 
mean a thorough knowledge of medicine. 


From the economic standpoint, if the medical 
profession, stands for anything, it stands for each 
other. No one else stands for us very strongly. 
We should enable a number of our young men 
and women to qualify themselves to make an 
honest living, instead of putting it in the hands 
of nurses who are already insufficient in number 
and who are planning to raise their prices to $35 
a week and only twelve hours’ service, so that the 
first week, with two special nurses, will cost the 
patient $90. So it seems there is no excess of 
nurses, so why take from that already short 
number of nurses a half dozen for every city half 
our size and put them in the operating room to 
give anaesthetics? In other words give medical 
men and women a chance. 


From the legal standpoint I should very much 
hate to be called upon to defend in suit for an 
anaesthetic death, where the anaesthetic had been 
given by a nurse. And I think all of you feel 
the same way. For anaesthetic deaths do occur, 
even in the hands of the best of them. 

As Dr. Crane has wisely said, it is a short cut 
to the practice of medicine. Are the medical pro- 
fession going to tolerate and encourage this thing, 
for the sake of a few paltry dollars, usually at 
the hands of men who are making enough, if not 
too much already, or are they going to train a 
number of men and women with medical educa- 
tion how to give anaesthetics properly? If you 
have a layman do what a doctor should do, it tends 
to lessen the respect of the community for the 
doctor, and to belittle and lower the practice of 
medicine. 


Dr. Phil. Boller: I think Dr. Scott mentioned a 
very important point when he pointed out if one 
of your family were seriously ill and required an 
anaesthetic, you would want the man best qualified 
in that particular line. It can be taken as a 
broad general rule that the man best qualified in 
a specialty is the man who has had the best basic 
training in its fundamentals. This certainly cannot 
be said of the lay anaesthetist. 


I think it would be interesting to inquire into 
the real reasons which sometimes lead surgeons 
to employ lay or nurse anaesthetists. Often they 
have in their office a girl who does office work, 
and some of the typewriting and gives anaesthetics, 
and probably does some laboratory work. If you 
inquire into the economic status you will find 
that the nurse pays for her keep. If she gives a 
goodly number of anaesthetics she pays her salary, 
and the doctor even gets a little bit of rake off. 
I have often wondered if the doctor in selecting 
a lay’ or nurse anaesthetist for his patients is 
giving these patients the same honest considera- 
tion that he would a member of his family. Is 
he choosing for those patients the anaesthetist 
that he considers best qualified? -If he does so 
think, it would appear to me that the proper 
course of training for the specialist in anaesthesia 
would be a three years’ course in a_ hospital 
carrving bed pans and doing catheterizations, and 
so forth, as a preliminary, with all the opportuni- 
ties for study and observation which such institu- 
tions afford. 

Dr. O. O. Witherbee: While listening to this 
paper and these discussions, my feelings have been 
similar to those of the man at the revival meeting 


who felt as though every remark made was aimed 
directly at him. 
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First I want to subscribe to the points brought 
out by Dr. Crane’s paper, and what Dr. Lobingier 
has said regarding the standardization of the med- 
ical profession in its various branches, and what 
Dr. Scott has said regarding the ability of the 
anaesthetist to decide the quantity, kind and 
amount of anaesthetic to be given, especially to 
children and then also to what Dr. Boller has 
said regarding the use of the nurse anaesthetist. 


It is generally known by my friends that I have 
been using a nurse to give my anaesthetics. I 
want to remind you right here that we are in- 
fluenced in the medical profession as in others, 
by cause and effect. I did not begin “to use a 
nurse to give anaesthetics because I liked the idea. 
It was because I could not. at times get any one 
competent to give anaesthetics for me, and as a 
result major operations, to say nothing of catheter- 
izations and so forth, had to be deferred. I know 
that there are precious few of you that would 
want to get on the table and have one of these 
nurse anaesthetists put you to sleep. But there 
are nurses and nurses. I have been practicing 
thirty years and of course have had occasion to 
give a great many anaesthetics. 

I gave many hundreds of anaesthetics before I 
received my diploma. I gave them for the father 
of Willis Anderson and he usually stood close 
enough to hit me with the blunt end of some 
bone instrument if I didn’t do it right. I do not 
claim to be able to give anaesthetics better than 
anyone else, but I do believe that I know some- 
thing about it, and I believe that I can teach 
some one else to do it. I never had but one nurse 
give anaesthetics for me, and she has been doing 
it for a long time. I have so far taught anaesthesia 
to only one lay person, and that is the one who 
is doing it for me now. This nurse has in the 
last six months given anaesthetics to two of my 
children, and I allowed her to give it to them 
in the ante-room without giving her any observa- 
tion whatever, as I had every confidence in her. 
But as I said, necessity arises and until some ad- 
justment is made, whereby I can get an anaes- 
thetist who is not doing a thousand and one other 
lines of work I will have to get along with my 
nurse anaesthetist. If you will show me where I 
can get a properly qualified anaesthetist, and get 
him when I want him, I will stick! But you 
couldn’t hire me to take an ordinary nurse to give 
an anaesthetic. I would not ask any nurse to 
give an anaesthetic for one of my patients that 
I would not call for one of my family. 

Dr. George Piness: I just want to answer one 
observation of Dr. Witherbee’s with respect to 
getting competent anaesthetists. Dr. Witherbee 
should call his anaesthetist in time so the anaes- 
thetist would know ahead that he was going to 
operate, instead of ten minutes before the time. 
If he would do that I am sure he would have no 
trouble whatever in procuring a proficient anaes- 
thetist. 

I think the surgeon underestimates the anaes- 
thetist because he does not amount to anything 
except when he is going to give an anaesthetic,— 
the surgeon being the most important person 
there.—but if the surgeon would get in the habit 
of employing one anaesthetist I am sure he would 
always have that fellow there when he wanted 
him. The reason Dr. Witherbee was unable to 
obtain competent. anaesthetists was because he 
used five or six at the same time, or employed 
a general practitioner. 

It is a fact that most anaesthetists do some- 
thing else besides anaesthesia but the reason for 
this is that the surgeon has never encouraged the 
anaesthetist up to this time. If surgeons would 
encourage specialists in anaesthesia they would 
find that there would be plenty of them devoting 
their time to that branch of medicine. 

As to the nurse anaesthetist, from an economic 
standpoint, I know for a fact that in this city 
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there are eight nurses employed by doctors on 
salary, and every one of these doctors has bills 
put in by the nurses, which are collected by the 
doctor. If any of these men are members of the 
College of Surgeons, they are certainly guilty of 
a breach of ethics of that College. 


We have another anaesthetist in the city who 
solicits business from the doctors, which is ab- 
solutely practicing medicine without a license! If 
that is to be encouraged, I think every other 
branch of medicine will probably have the same 
factor to contend with in the near future. 


As far as the nurse anaesthetist taking an anaes- 
thetic herself is concerned, I myself administered 
the anaesthetic to Dr. Witherbee’s nurse! I know 
she would not have a nurse give her an anaes- 
thetic. She told me so. 

As far as specialists go, in this part of the 
country we have now in this city, a society, and 
another has been organized in San Francisco, the 
members of which are devoting most of their time 
to anaesthesia. 

Most operations occur in the morning, and those 
who are members of this society make it a 
practice to reserve their mornings for the giving 
of anaesthetics, and they can always be had in 
the mornings; and if Dr. Witherbee ever gets to 
the stage where he can’t get one, if he will let 
me know I will see that he is furnished with a 
good reliable anaesthetist. (Applause.) 

Dr. Rogers: If the surgeons were willing to 
pay the anaesthetist suitable fees, there would be 
no difficulty in securing competent anaesthetists. 
It is undoubtedly a medical specialty and should 
not be left to lay anaesthetists. 

Dr. George L. Cole: Since this matter has come 
to be one of such widespread interest and is call- 
ing forth such general discussion, I feel with Dr. 
Thomas that from the legal standpoint it would 
be a serious matter to be called upon to defend 
a surgeon in a case growing out of anaesthetic 
accident or death, where he had voluntarily em- 
ployed a nurse anaesthetist. 

I should very much dread having to defend Dr. 
Witherbee or any other surgeon under such con- 
ditions, as I feel that I would be in no position 
to testify that the doctor was justified in retaining 
a nurse anaesthetist. 

Dr. Bullard: I have given a few anaesthetics in 
this city in the years past! I think the reason 
why anaesthetists do not get along better is be- 
cause they do not have the proper support. They 
have to go out and do other things, to make a 
living. But now we are living in an age of 
specialties and I think that anaesthetists should 
have special training, but in order to get people 
to undergo that special training you will have to 
treat them right, and make it an object to them. 
Give them the proper fee. And I think that the 
proper fee should be at least ten per cent. of 
the surgeon’s fee. 

Dr. Anstruther Davidson: We are listening to a 
great deal of talk on this matter this evening, 
but is it getting us anywhere? What about legis- 
lation on this question? 

The President, Dr. McArthur: The League for 
the Conservation of Public Health is interested in 
this matter. 

Dr. Eleanor Seymour: Since Dr. 
spoken of legislation, would it be 
introduce a motion.at this time? 

The President, Dr. McArthur: 

Dr. Eleanor Seymour: Then I present this mo- 
tion. “Resolved:—That the Los Angeles County 
Medical Association go on record as in favor of 
the limitation of the practice of anaesthesia to 
regularly licensed physicians and surgeons.” 

Dr. A. J. Scott, Jr.: I second the motion. 

The President, Dr. McArthur: Because of the 
great interest manifested in this, discussion, I will 
call for a rising vote. All those in favor of the 
motion as made will please rise. 


Davidson has 
in order to 


Perfectly so! 
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All present arose and the President declared 
the vote unanimous. 

Dr. Crane: In closing the discussion I would 
like to state that I do not lay claim to being a 
specialist in anaesthesia. My work is such that I 
do not have the time to devote to anaesthesia. 
I do claim interest in the specialty,—the interest 
that every one who does any surgery should have 
in the welfare of his patients. 

Dr. Lobingier states that he has in times past 
used nurse anaesthetists. There are few of us 
who have not. We have all been guilty of prac- 
tices in the past which we have resolved to better 
in the future. 

Standardization of course we are working for. 
Even surgery might well be standardized in as 
much as a prominent surgeon has promised us he 
could train a nurse in a few months to do expert 
abdominal surgery! That does not justify the 
nurse anaesthetist or even the nurse surgical as- 
sistant! 

I have nothing to say against the nurse having 
a knowledge of anaesthesia. She may need it 
some time, just as she may need some knowledge 
of medicine or surgery. . 

I have known of more than one instance in 
which a surgeon who employs a lay anaesthetist, 
when he himself was to undergo an operation, 
requested an expert medical anaesthetist. 

Dr. Witherbee asks if there are physicians who 
limit their work to anaesthesia. There are a 
number who do, and many others who have spe- 
cial skill and knowledge as anaesthetists. That 
is begging the question. We might as well ask 
“How many surgeons have we who do surgery 
alone, or how many obstetricians who do only 
obstetrics?” 

Anaesthesia is a medical specialty, a part of the 
practice of medicine and as such should be recog- 
nized by the profession, above all. 


REPORT OF EYE LESIONS DUE TO 
FOCAL INFECTIONS.* 


By LEON WALLACE MANSOUR, M. D., 
Los Angeles, Cal. 


I have a number of cases of eye lesions due to 
focal infection which I think will be interesting to 
report at this meeting. 

We have come to recognize lisse infection as one 
of the most common causes of a great number of 
acute ocular inflammations. 

In eye work particularly. This has made it pos- 
sible practically to stop at once by simply removing 
the cause, attacks that were formerly treated for 
weeks and sometimes months. 

It is not so very many years ago that whenever 
a case of recurrent iritis, episcleritis, or chorio 
retinitis came in, they were thought to be due to 
syphilis or so-called rheumatism and we can most 
of us remember how long these cases often dragged 
out in spite of all the treatment we could think of, 
and often with disastrous results. 

Now when a patient comes in with an acute 
inflammatory process, our first thought is as to the 
cause of the condition. The local symptoms are 
treated as the condition requires; we send the pa- 
tient to have his nose and accessory sinuses looked 
over; his teeth examined; if these are found all 
right, he then goes to his family physician for a 
further overhauling. In this way we rarely fail to 
find the cause of his troubles, and on its being 
taken care of, his local condition improves. 

* Read before the Forty-eighth Annual Meeting of the 


Medical Society, State of California, Santa Barbara, 
April, 1919. 
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In these cases to be reported, the greater number 
were recurrent conditions which had dragged on 
for months in the previous attacks with the usual 
treatment for the local symptoms and which cleared 
up at once or showed marked improvement as soon 
as the cause was located and removed. 

Now with the focal infection gone we have every 
reason to think there will be no further recurrences. 

So much has, and is being written at the present 
time on focal infection that I will not bore you 
with a description here. It is sufficient to say that 
we mean by it, a pocket of infection somewhere in 
the body from which absorption is taking place, 
with a resulting toxemia as the cause of our eye 
disturbance. 

I should like, however, to mention some of the 
foci we have found, all of which will not ‘be 
spoken of in the cases reported. 

The tonsils have been the most common causes 
of our infections. The teeth next, either from 
pyorrhea or root abscesses. (I should like to add 
here that in a number of cases where the X-ray 
was negative, abscesses were found at the roots of 
the teeth when they were removed on account of 
pain or sensitiveness. This happened in one of. the 
iritis cases—a three-pronged tooth having an abscess 
at each root although the plate, which seemed a 
clear one, showed nothing.) 

The maxillary antrum, frontal sinus, ethmoid 
and sphenoidal sinuses have been found to be the 
cause of some of our choroidal cases. 

Colon bacillus cystitis has caused keratitis and 
chorio-retinal disturbances. Gonococcus infection of 
the urethra has long been known as a cause of 
non-purulent conjunctivitis which has only gotten 
well when the urethritis was cured, and also of 
keratitis and iritis. 

We should also include intestinal absorption from 
chronic constipation among our foci, as frequently 
our conjunctival inflammations and blepharitis cases 
clear up at once on its relief. One case of cataract 
which had gone to serious disturbance of vision 
cleared up on correction of constipation. 


Chronic Conjunctivitis and Blepharitis. 
Case I, 2613—Mrs. S. R., 39. 

The patient came in with a chronic conjunctivitis 
and blepharitis. It had been treated for years with- 
out relief. The conjunctiva was thickened and cov- 
ered with fine granulations. The lid margins were 
thickened and covered with crusts. The patient 
suffered from a chronic constipation and drank very 
little water. She was sent to Dr. Harold Smith for 
general treatment. He found aside from the consti- 
pation that the patient had a cystitis. The bowels 
were regulated and the cystitis treated which grad- 
ually cleared up. For local treatment, hot fomenta- 
tions were ordered four times a day, followed by a 


collyrium of zinc sulphate and boric acid, and a 
2% yellow oxide of mercury ointment applied 
to the lid margins at night. As the cystitis and 


constipation cleared up the eyes became quiet and 

there was no further trouble. The patient reports 

that it is the first time for years that her eyes 

have been comfortable and free from irritation. 
Episcleritis. 

Case II, 2512—Mr. A. B. McA., 38. 

December 21, 1917. The patient came in with a 
small area of episcleritis above the cornea. He 
was referred to Dr. John Brown for tonsil exami- 
nation as he had some sore throat. The tonsils 
were found full of pus which was squeezed out. 
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The eye was worse that night. 
clearer; quieter for several days. The patient was 
told that he should have his tonsils removed. 
December 27. Came in this morning with more 
inflammation and pain than previously. Dr. Brown 
expressed 1/2 dram of pus from each tonsil. 


December 28. Pupil sluggish this morning. 1% 
atropin instilled. In twenty minutes pupil dilated 
slowly to temporal side. In a few hours was fully 
dilated. Dr. Brown expressed more pus today. 

December 29. Eye seems quieter this morning. 
1% atropin instilled. 

December 31. Considerably quieter to-day. 
atropin instilled. 

January 2, 1918. Eye is about same. 
have his tonsils out. 

January 5. The eye is not as quiet to-day. 1% 
atropin instilled. 

January 12. The tonsils were removed on the 
8th. Throat is feeling fairly sore to-day but the 
eye is fairly white and quiet. 

The eye rapidly cleared up and has given no 
further trouble. 


The next morning 


1% 


Patient to 


Recurrent Ulcer of the Cornea. 
Case III, 3014—Mr. H. H. R., 33. 


I saw this patient August 2, 1918. He had been 
treated for recurrent ulcers of the cornea for sev- 
eral years. Treatment has been local applications 
of iodine, hot fomentations, and a collyrium of zinc 
sulphate every few hours during the attacks which 
have always lasted several weeks. 

August 5. Patient was better yesterday but worse 
to-day with new points of infiltration. He was 
sent to Dr. J. M. Brown who reported the tonsils 
chronically inflamed and advised their removal. A 
considerable amount of pus was squeezed out, and 
the throat was treated. 

August 6. The eye was much quieter this morh- 
ing. The patient did not wish to have his tonsils 
removed at this time, but the throat was treated 
every day for a week, by which time the tonsils 
were clean. The ulcers were practically healed on 
the 9th and the tonsils were to be removed later. 

The patient reports this .attack was shorter and 
less severe than the previous ones, which we think 
was due to treating and cleaning up the tonsils. 


Recurrent Ulcer of the Cornea. 
Case IV, 2288—Mrs. C. W. H., 41. 


February 5, 1918. Patient has had several attacks 
of ulcer of cornea. Is just recovering from an 
attack in the right eye. At present the eye is fairly 
quiet. She is using yellow oxide of mercury oint- 
ment and 1% atropin. The pupil is widely dilated. 
She was ordered to stop atropin and continue with 
the ointment. 

February 12. Yesterday the eye again became 
irritable. Three new points of infiltration were 
seen in the cornea. 1% atropin, hot fomentations 
and ointment at night were ordered. 

February 15. The ulcer was extending. . 

February 17. The ulcer was extending still fur- 
ther. The patient was questioned as to any trouble 
with her nose and throat. Says the nose is running 
much of the time but thinks it due to the eye. 
She was sent to Dr. J. M. Brown for examination, 
who reports chronic purulent ethmoiditis. He be- 
gan treatment of this condition and advised opera- 
tion later. 

February 23. The eye is considerably quieter. 

February 28. The eye is much quieter to-day. 
Nose also improved. Still continuing treatment. 

March 3. The eye -is fairly white and quiet. 
Nebulous condition clearing. 

March 7. The eye is quiet. Going home in a few 
days and is to have nose operated on there. To 
keep up the treatment in the nose until she gets 
home. In this case when the condition in the nose 
was quiet the eye promptly ceased to trouble. 
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Irido Cyclitis. 
Case V, 2497—Mr. J. N. L., 36. 


July 13, 1917. The patient noticed his vision 
blurring for about a month in the right eye. It 
has gradually grown worse till he can only see 
shadows now. There is ciliary injection, deposit in 
Descemet’s membrane. On dilatation of the pupil 
the vitreous was found filled with a fine dust, 
massive floating opacities and webs. No view of 
the fundus was possible. He was sent to Dr. J. M. 
Brown who reported O.M.C.C. chronic tonsils filled 
with pus. Dr. Brown advised the removal of the 
tonsils at once. The patient was given 1% atropin 
to use three times a day and 5% dionin at night. 
The tonsils were removed July 19. 

July 24. Patient thinks the vision is somewhat 
clearer. 


July 31. The vitreous is clearer. Can get fundus 
reflex to-day. Eye is decidedly quieter. 


August 7. Dilated the pupil. A good fundus re- 
flex is seen but no fundus detail. Descemet’s mem- 


brane is clearing and the vitreous is decidedly 
clearer. 


August 13. The condition is still improving. The 
patient was not seen until October 10. The condi- 
tion is still slowly clearing up. It is a question 
whether this eye will ever entirely clear as the 
process had gone too far before treatment was in- 
stituted. The condition stopped getting worse, 
however, as soon as the tonsils were out, and was 
steadily improving when the patient returned to 
Arizona. 


Recurrent Iritis. 
Case VI, 3124—Miss B. P. S., 46. 


Patient first seen on November 6, 1918. She has 
had several attacks of redness and pain in her eyes 
during the last year. All have quieted down under 
home treatment. About a month previously the 
left eye was painful, quieted down in a week’s 
time similarly. The left pupil is tied down above 
with adhesions and dilates below. Right eye acute 
iritis. The aqueous is turbid—the pupil does not 
react to light. There is ciliary injection. 2% 
atropin was instilled twice in one hour. The pupil 
was tied down in its whole circumference. 5% 
dionin was instilled. To use hot fomentations and 
1% atropin every three hours at home. 


November 8. The adhesions above have broken 
away but still hold below. On account of her teeth 
she was sent to Dr. A. S. Cooper who reports 
extreme pyorrhea and thinks all the upper teeth 
should be removed, and some of the lower. 


November 11. The right eye is still very angry. 
The left eye is becoming irritated. She was or- 
dered to have the teeth out at once. 


November 25. Has had all the upper and three 
of the lower teeth removed a week ago. The eye 
immediately began to improve and is fairly quiet 
this morning. To stop all treatment. 

December 20. Both eyes are quiet and have re- 
mained so. 

January 4. V. O. D. + 1.25 = 20/13. 

V.O. S. + 1.25 = 20/13. 
Ordered glass to-day. 


Recurrent Iritis. 
Case VII, 1254—Mr. J. O., 35. 


I first saw this patient on August 14, 1913. The 
attack started one week ago on the train. This 
morning the left eye is intensely injected. The 
pupil reacts to light. The lids are swollen. Hot 
fomentations. A collyrium four times a day of zinc 
sulphate and boracic acid. 

August 16. The eye feels better. The pupil is 
sluggish. 1% atropin instilled. Pupil dilates readily. 

August 18. Patient drove auto three hours yes- 
terday. The eye is very painful this morning. The 
pupil is sluggish. 1% atropin instilled. 2-1/2 dionin. 
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The pupil opens slowly with two tiny adhesions 
stretching. Atropin 1%. Hot fomentations every 
three hours were ordered. 

August 19. Patient had a comfortable night. The 
pupil is well dilated this morning. This condition 
dragged along till September before quieting down. 

November 20, 1918. The patient returned. He 
has had no trouble since last seen until about a 
week ago when the left eye started to bother again. 
It was red and inflamed and the iris sluggish in 
reaction. 1% atropin instilled. The pupil dilated at 
once. 1% atropin three times a day. Hot fomenta- 
tions were ordered. 

November 21. The condition is not as good this 
morning. The patient was sent to Dr. Montgomery 
for a throat examination. Dr. Montgomery reports 
pus in both tonsils and advised their removal at 
once. They were removed the following morning 
and the patient was not seen again until Decem- 
ber 6. The eye immediately began to quiet down 
after the tonsils were removed and is fairly white 
and quiet to-day. All local treatment was stopped. 

December 12. Eye white and quiet to-day. 

December 27. Has had no further trouble. 


Recurrent Iritis. 
Case VIII, 12845 (Dr. A. C. M.)—Miss A. B., 36. 


First attack 1913. Second 1916, in April. Third 
November 1916. Another in May in 1917 lasting 
two or three months. 

I first saw the patient on December 4, 1918, with 
a history of pain in the left eye for the past few 
days. The eye was congested and the iris discol- 
ored. 2% atropin was instilled. The pupil only 
dilated a little above. On questioning, the patient 
apparently has chronic tonsilitis. She was sent to 
Dr. Montgomery for an examination, who reported 
the tonsils were full of pus. We explained to the 
patient that this was probably the cause of the 
recurrent inflammation in her eye, and advised im- 
mediate removal as otherwise these attacks would 
continue. Hot fomentations and 1% atropin were 
ordered every four hours. The patient had the 
tonsils removed and the eye immediately began to 
cuiet down and treatment was gradually discon- 
tinued. 

The patient was seen again on December 30. 
Within a week the eye was white and quiet and 
has practically been so since the tonsils were re- 
moved. 

The patient says this is the shortest and least 
painful attack she has ever had. 


. 


Recurrent Ulcers Cornea. 
Case IX, 2510—Mr. F. J. L. 


Was first seen in July, 1917. There was a history 
of gonorrheal infection two years previously with 
severe complications. The patient was in the hos- 
pital several months with perineal drainage for 
prostatic abscess. One year after this he had 
corneal ulcers which were very stubborn in heal- 
ing. He was having some urethral disturbance at 
this time and under treatment. The left eye had 
been bothering for a couple of days. There was a 
small area of infiltration in the lower part of the 
cornea, which was soft and pulpy. It was touched 
with tincture of iodine and treated with a collyrium 
of zinc sulphate and boracic acid, and yellow oxide 
of mercury ointment for the next two weeks when 
it quieted down. 

He was seen again on June 19, 1918, with a sim- 
ilar recurrence following an acute exacerbation of 
his urethral disturbance. I only saw the patient 
twice at this time as he left for Mexico. 

He came in again on April 4, 1919. with a new 
infiltration in the cornea following a fresh urethral 
infection and reports having had several recur- 
rences during the past year. The case is still under 
treatment but always clears up with the disappear- 
ance of the urethral infection. 

1109 Brockman Bldg. 
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MULTIPLE PRIMARY TUMORS.* 
By J. C. BLAIR, M.D., San José. 

The great majority of malignant tumors occur- 
ring in the human body are of one type only, 
either sarcoma or carcinoma, and moreover, they 
appear to originate from one focus only, whether 
a single cell or a group of cells. This mode of 
origin was formerly considered practically the only 
way in which tumors originated. A single cell, or 
group of cells, took on a form of malignant de- 
generation, increased in number, became differ- 
entiated from the tissues surrounding them and 
eventually formed metastases. The original focus 
was considered to be the sole point of origin. 

This view was later controverted by Peterson, 
who showed in the study of a case of mammary 
carcinoma, that the focus of origin could be multi- 
centric. He made serial sections of the tumor, 
reconstructed them in wax, superimposed the va- 
rious layers, one upon the other, and by cutting 
away the stroma, had a model of cellular elements 
of the tumor. He was thus able to show that 
these cell masses, spreading out in all directions 
had several independent points of origin. Indeed, 
Peterson takes the ground that such a pluricentric 
method of origin is the rule, rather than the 
exception. 

Wooley? reports a case of adrenal new growth, 
where the new formation can be seen springing 
from several distinct areas in the cortex. It is 
not very frequent that we can prove such a 
multiplicity of points of origin. Usually the 
growth has advanced to such a degree that there 
is only one large mass. In the adenomatous and 
adeno-carcinomatous growths of the ovary (where 
practically always both organs are involved), at 
operation, one only may seem to be involved with 
no other secondary growth. However, if the other 
be allowed to remain in situ, it frequently must 
be removed at a secondary operation and then 
presents the same type of disturbance. 

Case 1. The case which called my attention to the 
subject of multiple tumors, was that of a man who 
presented a melano-sarcoma of the mediastinum, 
with a primary carcinoma of the esophagus. The 
patient, age 56. was admitted to the hospital com- 
plaining of difficulty in swallowing, accompanied 
by substernal pain of increasing intensity, with the 
recent onset of difficulty in respiration. His trouble 
began nine months previous, when he had a pain- 
ful sensation upon swallowing. This difficulty in 
swallowing progressively increased. Vomiting also 
began and was almost a daily occurrence. After 
the passage of bouvies, he was able to swallow 
better for a time. Six months later his voice be- 
came hoarse and this condition gradually became 
worse. He complained of pain beneath the sternum 
and at a corresponding area in his back. This 
was worse when he sat down and be was most 
comfortable when standing or lying. 

His general health had been good. In 1893, he 
had a ruptured urethra resulting from a fall and 
had a posterior incision to drain the bladder. For 
the past two or three years, he has had spells 
every five or six weeks, lasting about a day, when 
he was obliged to urinate every hour. There was 
no pain or burnine sensation. Had tonsillitis as a 
child, but no difficulty in swallowing until the 
present time. There have been no digestive dis- 
turbances, excent about sixteen years ago, when 
he had an “inflammation of the stomach” which 
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required about four to five months’ treatment. He 
had worked as a miner in Australia and South 
America for many years and had frequently given 
demonstrations of swallowing broken glass. His 
last demonstration had caused some pain in his 
throat and forced him to give up the practice. 
He gives a history of lues, has always been a 
heavy drinker and smoker. Average weight until 
onset of his trouble has been 175 pounds. He 
now weighs 128 pounds. 

Examination shows a markedly emaciated old 
man. Pupils react well; eye grounds normal. 
Neck: marked venous and carotid pulsation on 
right side, less marked on the left. Voice: very 
hoarse; on lower lip a small nevus. Glands: in 
the left. axilla there is a mass the size of a hen’s 
egg, hard and not tender; not adherent to the 
skin. Right axillary enlarged, supraclavicular 
nodules right and left, many palpable inguinals. 
Urine: negative. Blood: reds 4,500,000; whites 
8300; hemoglobin 80 per cent.; polys. 67 per cent.; 
lymphocytes 30 per cent.; large lym. 1 per ecnt.; 
eosinophiles 2 per cent.; transitionals 3 per cent. 
Feces: occult blood, marked reaction. Wasser- 
mann: negative. X-ray showed an irregular nar- 
rowing of the esophagus at the bifurcation of the 
trachea with considerable mediastinal thickening. 


It was felt that the clinical history with the 
above laboratory findings justified the diagnosis 
of a carcinoma of the esophagus at the bifurcation 
of the trachea with metastases to the axillary and 
supraclavicular glands. However, the tumor mass 
in the axilla on removal and sectioning proved to 
be a melano-sarcoma, as shown by the following 
extracts from the pathologic report: “Tumor mass 
the size of a hen’s egg. black in color, soft and 
fluctuating. Section shows a_ semi-solid central 
portion of black material resembling tar, with a 
more solid, yet friable periphery. The outermost 
layer is fibrous and shows blood vessels running 
in various directions. The tissue consists, for the 
most part, of pigment cells varying in size, arrange- 
ment and pigmentation. The cells are large, spindle- 
shaped, others round and polymorphous. Many 
contain numerous dark brown pigment granules. 
So numerous are these in some of the cells that 
the nuclei are hidden, while others contain no pig- 
ment granules. There are all gradations between 
these extremes. Several multi-nucleated cells are 
seen. The stroma consists of a small amount of 
connective tissue supporting blood-vessels. The 
hlood-vessels are being invaded by tumor cells. 
Several small areas of lymphoid tissue are seen 
scattered throughout the section. There is a fairly 
dense fibrous tissue capsule which is invaded by 
pigment cells.” 

As cases of primary melano-sarcoma originating 
in the lining epithelium of the esophagus had been 
reported, the diagnosis was changed to that of 
primary melano-sarcoma of the esophagus with 
axillary metastases. 

Autopsy however proved it to be different. In 
the apices of both lungs were found extensive 
adhesions and evidences of old consolidations. 
The liver was enlarged but no nodulations or 
tumor formations were present. There were chains 
of enlarged glands in both supra-clavicular tri- 
angles, more marked on the right side. These 
glands varied in size up to 1 cm. in length and 
were mostly of a deep black color. Both axillae 
contained numerous chains of glands accompanying 
the vessels, those of the left axilla being much 
larger. On the left side of the trachea, about the 
level of the arch and slightly compressing it, was 
a large tumor mass, 3 cm. in length, and 2 cm. 
in diameter. This mass was without pigmentation. 
Esophagus. typical squamous celled carcinoma, 
occunies the middle and lower thirds of the eso- 
phagus about 10 cm, in length, extending through 
all the coats of the esophagus and almost obliter- 
ating the lumen, with metastases in the para- 
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vertebral glands. The remaining parts of the body 
were remarkably free from metastases, a few 
melano-sarcomata being found in the left kidney 
and suprarenal. The nevus was examined but did 
not show any carcinomatous proliferation. 

Cases 2 and 3 are both from the University of 
California Service. 

Case 2. Was a woman, aged 44, who for a 
number of years had intestinal trouble of a char- 
acter which was diagnosed as tubercular, as she 
had an old tubercle of the lung. There was per- 
sistent occult blood in the stools, pain, marked 
constipation, neither loss nor gain in weight. 
At operation, the ileum was resected for a tumor, 
which had caused considerable stricture and the 
appendix was removed for another tumor. There 
were multiple adhesions which were _ separated. 
The patient remains well today. On microscopical 
section the tumor of the ileum proved to be a 
carcinoma and the appendix an adeno-carcinoma. 

Case 3. The third case was a girl, 22 years of 
age, who entered the hospital complaining of pain 
in the left leg and lumbar region. Abdomen: no 
tumor felt. Visible peristalsis in the epigastrium. 
Vaginal examination revealed a tumor of the left 
ovary. Spine stiff, almost immovable, muscle 
spasm marked, greater on the right. 

At autopsy: A carcinoma of the stomach and 
gastric lymph nodes with metastases to the verte- 
brae and a mixed tumor of the ovary. 


These cases are by no means as rare as has 
been supposed. Harbitz* in the Journal A. M. A., 
for March 25, 1916, has given his findings in 3613 
autopsies extending over a period of 15 years. 
He found cancer in 14.5 per cent. of all cadavers. 
In 103 cases multiple tumors were found, i. e. in 
2.8 per cent. This includes, however fifty-one 


cases of associated malignant and benign tumors, 


and sixteen cases of multiple cancers of different 
types. This latter group forms 0.44 per cent. of 
the cancer cases. In two cases both sarcoma and 
carcinoma were found separately and in two cases 
combined. In one case there were three separate 
carcinomas, and in two others carcinoma was asso- 
ciated with glioma or endothelioma. 

In animals, on the contrary, multiple growths 
are quite frequently encountered, both as _spon- 
taneous and inoculable tumors, which, experiment- 
ally, have been found to throw considerable light 
on the problems of cancer. Many writers are of 
the opinion that such cases of multiple growths 
are purely accidental and are of no value in the 
study of the general problems of carcinoma. Others, 
as Adami,’ consider them to be of great value in 
the elucidation of the nature and etiology of 
malignant growths. Adami considers them to in- 
dicate not merely a lowering of tissue resistance, 
but of general body resistance; so that, simul- 
taneously, cells in various parts find conditions pos- 
sible for active and independent proliferation. It 
is, however, not of so much importance what is 
the type of growth, as what is the system or 
tissue from which the growth originates. Behind 
the “immediate” stimulus to proliferation, or the 
exciting factor, whether it be parasite or infection, 
a misplaced embryonal rest, or senile involution, 
there is a disturbance in the biological character 
of the cell which determines whether it is to be 
cancerous or not. This modification in the proper- 
ties of the cell or tissue is to be regarded as the 
primary factor. Hauser refers to this theory as 
“carcinomatous disposition,” and Ribert mentions 
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the idea of a general biological change as the 
cause of new growths. Among the benign growths, 
we meet with many examples of multiple tumors. 
Here it is one form of tissue only that is affected 
and this would again seem to indicate that the 
tissue is especially susceptible to the formation of 
aberrant growths. 

There is such a thing as a general neoplastic 
tissue disposition, and tumors are the result. While 
it is rare for both the stroma and the epithelial 
structure to become malignant at the same time, 
yet cases are fairly common where both structures 
have undergone a simultaneous malignant degenera- 
tion. In 1901, Wells* reported three cases of 
so-called sarco-carcinomas developing in the thyroid 
gland. This tumor was a carcinoma whose epithelial 
elements were meshed in a sarcomatous stroma, 
and the metastases were both clearly sarcomata or 
carcinomata. Herxheimer, in 1908, collected twenty 
cases and included one from the esophagus. 

Woglon reports an interesting case of a carcino- 
sarcoma in a mouse, in which there were two 
spontaneous tumors, one in the left axilla and one 
in the right groin. The tumor in the groin was 
found to be a carcino-sarcoma, while that in the 
axilla proved to be a pure sarcoma. Woglon be- 
lieves that this sarcoma was primarily a carcinoma, 
and that the sarcoma had overgrown the carcinoma. 
It is well known that in transplantable carcinoma, 
possessing the power to initiate sarcoma develop- 
ment in their stroma, the sarcomatous portion 
gradually gains the ascendency over the carcino- 
matous, and there is no reason to suppose that 
this rule would not be valid in the case of spon- 
taneous new growths. 

Erhlich has explained the onset of sarcomatous 
transformation in the carcinoma, by assuming that 
the animal in which it takes place, has some 
special predisposition toward connective tissue pro- 
liferation, as some human beings, for example, are 
apt to develop keloids at the site of a scar. Ehr- 
lich and Apolant inoculated a typical adeno-carci- 
noma through ten generations and finally obtained 
a mixed tumor, the stroma of which was a spindle- 
celled sarcoma. In the thirteenth generation, the 
carcinoma had disappeared and was replaced by - 
sarcoma which persisted as a sarcoma as late as 
the twenty-sixth generation. Harbitz cites three 
new cases in the human of a sarcoma developing 
secondarily on an abdominal metastatic carcinoma 
from an ovarian cancer. In some cases where the 
primary tumors are close together, though entirely 
separated, several authors, as Adam and Wooley, 
have assumed a local predisposition or susceptibility. 

Many of the reported cases of multiple tumors 
are bilateral, occurring in the ovaries and the 
testicles, the kidnevs and adrenals. Zangmeister 
found that out of thirtv-nine sarcomas of the 
ovaries, ten were ovrimarily bilateral. « Pices, in a 
series of twenty-three cases of sarcoma of the 
ovaries, fovnd nine bilateral primary sarcomas. 
Kober, in a study of 114 cases of malionant testic- 
ular tumors, found five bilateral instances. Rolles- 
ton and Marks found two vrimary bilateral cases 
of malignant diseases of the adrenal in a study 
of twenty-six cases. Huster found thirteen primary 
bilateral cases of malignant tumors of the kidney 
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in a series of 607. These cases would tend to show 
that there is a probable predisposition of the tissue 
involved, and that the tumor formation occurs 
with an adequate stimulus. This predisposition is 
most likely a development disturbance. 

Whether such tumors as the melano-sarcoma and 
esophageal carcinoma are related or arise from a 
single focus, it would be impossible to state. How- 
ever, the experimental work on animal neoplasms 
has shown several analogies, and such an origin is 
not entirely improbable. Different types of tumors 
frequently occur in a single animal. Of the forty- 
nine animals used in the experiments of Tyzzer, 
eleven presented tumors of two types, and one, 
primary tumors of four types. In the latter there 
was hypernephroma, a lymphosarcoma, a papillary 
cystadenoma of the lung and an adeno-carcinoma 
of the lung. About 25 per cent. of these cases, 
therefore, presented multiple tumors of different 
types. Multiple primary tumors were probably 
present in a far greater proportion, for in many 
cases the lung tumors were multiple and occurred, 
not only in single, but in several lobes. Many of 
the tumors which develop spontaneously in mice 
and rats can be inoculated in animals of a similar 
species. That this is a real transplantation of 
tumor cells, and not an irritative lesion of the 
tissue of the host, can be shown by careful micro- 
scopical examination of the tissue. The stroma of 
the inoculated tissue undergoes necrosis and a new 
stroma is furnished from the connective tissue of 
the host. 

Hanaio, in 1899, was the first to show that 
these tumors could be inoculated. In the suc- 
ceeding decade numerous investigators produced va- 
rious inoculations and were able to carry them 
through many generations. These tumors may 
show considerable changes in cellular type during 
successive generations. Loeb and Ehrlich demon- 
strated that a carcinoma could be changed into a 
sarcoma, and Flexner and Jobling have also given 
proof that a sarcoma can be transformed into a 
carcinoma. Apolant, in his experiments in _par- 
tially immunized animals, has shown that carcinoma 
may become adenomatous in structure. Such changes 
as these are of importance in the virulence of the 
tumor. Miss Slye* states that it is her experience 
that when a cancer is put into a strain where it 
has not occurred before, it tends to appear in the 
form of a sarcoma. It appears that the more 
embryonal tissue yields first to the formless pro- 
liferation of cancer. As cancer becomes more 
deeply seated in a strain, the more highly differ- 
entiated tissues yield and carcinoma becomes the 
dominant form of neoplastic growth: All the 
strains long cancerous show tremendous predom- 
inance of carcinoma over sarcoma. This seems to 
be correlated with the fact that as the cancer 
ancestry behind a strain deepens, more and more 
of the tissues show the tendency to neoplastic 
growth; so that multiple tumors are more common 
than single growths in a family in which cancer 
is old. 

The development of sarcoma in animals inocu- 
lated with epithelial tumors is regarded by most 
investigators as the result of the irritating influence 
of the tumor epithelium. 
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Infection versus Tumors. 

Adami has called attention to a certain parallel- 
ism which exists between the behavior of infections 
and that of tumors. In infections there is usually 
a single focus, and when multiple foci exist these 
most commonly occur simultaneously. From this 
he concludes that the products of the original 
focus have aroused the protective agency of the 
body to produce antibodies and thus limit the spread 
of the infection. It may be also in cancer that 
the products of the new growth produce a reaction 
in the tissue of the host, which, though not suff- 
cient to inhibit the original growth, are yet sufh- 
cient to prevent a further extension in the body. 
Gaylord has shown that in a certain number of 
mice, where the inoculation of tumors has been 
successful, these tumors will subsequently dis- 
appear. If now it be attempted to reinoculate 
them with the same or similar forms of growth, 
the result is negative. Sticker also observed that 
he could inoculate a tumor successfully in one 
area of the mouse, but could not reinoculate it in 
another portion of the anatomy at the same time; 
also, that if the inoculations were made in two 
different places at the same time, both would take, 
but if it were attempted to inoculate them at 
different periods of time the result would be 
negative. 
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BORDERLINE TYPES OF SEBORRHOEIC 
DERMATITIS AND PSORIASIS.* 


By MOSES SCHOLTZ, M. D., Instructor of Dermatology, 


College of Physician’s and Surgeon’s, University of 
Southern Cal., Dermatologist of Graves Dispensary, 
Los Angeles, Med. Dept. of University of California 
and of Kaspare Cohn Hospital. 


The study of borderline types is of very great 
importance to Dermatology for the specific reason 
that dermatological classification is still resting on 
shifting, unstable and manifold bases. None of the 
fundamental factors taken as a basis of various 
systems of dermatological classifications can con- 
sistently and definitely divide the recorded noso- 
logical material into distinct and sharply defined 
groups without overlapping, conflicting and leaving 
a. surplus of nondescript and undefined clinical 
forms. 

Pathology, etiology, morphology, anatomic struc- 
ture and clinical symptomology—all of these factors 
have been found insufficient to be taken individually 
as a sole guiding principle of classification. The 
most shifting and variable among these factors is 
morphology, on which essentially the entire clinical 
symptomology and differentiation of the bulk of 
individual dermatoses is built, even though, as 
groups, they are divided on pathological differences. 
For this reason the study of borderline dermatoses 
assumes more than a casuistical interest; it is 
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more than a mere refinement of differential diag- 
nosis. The study of borderline dermatoses can 
and should be utilized for a broader and more 
important purpose of bringing out new viewpoints 
and facts of their clinical and pathological rela- 
tionship, thus preparing new bases for a rational 
and comprehensive classification. 

Among various borderline dermatological types 
those between psoriasis and seborrhoeic dermatitis 
are of considerable practical and theoretical interest. 

It has been the writer’s privilege to see for the 
last two years several of these cases. The border- 
line features of the cases were so marked as to make 
a differential diagnosis well nigh impossible and to 
prompt their record. 

CASE REPORTS. 

Case 1. Mrs. B., 2. 36, came with a generalized 
eruption of several years’ duration. The scalp was 
covered with a fairly dry but heavy diffuse crusting 
extending way below the hairline. Large typical 
patches of seborrhoeic dermatitis between the 
breasts. On the back and limbs a number of 
patches from a dime to a dollar sized, of frankly 
psoriatic type; there are also patches with heavy 
yellow scales suggestive of seborrhoeic dermatitis. 
Knees and elbows are free from eruption. The 
patient gives a history of a chronic course with 
many relapses. 

Case 2. A young girl 2. 16, came with dry, 
scaly typical psoriatic patches on both elbows; there 
were also dry, crusting large areas on the scalp. 
The case was diagnosed as psoriasis. Great was 
our surprise when a week later the patient came 
with as a typical acute outbreak of seborrhoeic der- 
matitis, as one may meet. A number of round and 
circinate patches on the face and neck were clearly 
the outgrowth of the main seborrhoeic area on the 
scalp spreading downward over the hairline in all 
directions. Psoriatic patches on the elbows looked 
as before. Several patches on the back presented 
the combined features of both conditions. 

Case 3. Mrs. M., x. 25, shortly after confine- 
ment came with an acute breaking out of the whole 
scalp, face and neck. The examination reveals a 
classical picture of a hyperacute seborrhoeic derma- 
titis. The trunk of the body and the limbs show 
several scattered patches presenting a mixed picture 
of psoriasis and seborrhoeic dermatitis. "The knees 
and the elbows on the extensor surface show dry 
patches which are nearer to the pure type of pso- 
riasis than any other patches. The patient states 
that these patches are of many years’ duration with 
many recurrences. ‘The patient’s two brothers are 
affected with psoriasis. 

Case 4. Mr. S., 2. 45, paralyzed and bedridden 
for the last 13 years. The advice’ was sought for, 
what was deemed, bed sores which developed grad- 
ually during the last few months. The examina- 
tion has revealed several large, from a dollar to a 
hand palm sized, psoriatiform patches on both but- 
tocks and extending further down in the genito- 
crural region, where it was associated with an ery- 
thema intertrigo due to the soiling by urine and 
feces. Some dry scaling on a reddened base was 
also present on the scalp and bearded region of the 
face. Elbows and knees showed small psoriatic 
patches. The patches on the buttocks showed a 
decidedly yellow tinge and rather heavy plate-like 
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scaling. Shortly after I was called in again on the 
patient’s complaint of itching of the scalp and the 
ears. Great was my surprise to see a diffuse and 
rather heavy seborrhoet of the scalp and typical 
patches of seborrhoeic dermatitis of a subacute type, 
located symmetrically, both on the inner and the 
outer surface of each ear. ‘The patches inside of 
the ears reseembled somewhat lupus erythematosus. 
The patches on the outer surface of the ears, ex- 
tending over the fold between the concha and the 
temporal region, had both seborrhoeic and eczema- 
tous aspect and could hardly be differentiated be- 
tween these two conditions. 


INTERPRETATION OF THE CASES. 

Each one of these cases could be taken at one 
time for psoriasis, at another for seborrhoeic derma- 
titis, according to the predominating type of erup- 
tion at certain periods, but at all times there could 
be found patches presenting the combined features 
of both conditions. 

The interpretation of these cases can be at- 
tempted along three different lines. 

1st. It may be a case of a single pathological 
and clinical entity, either psoriasis or seborrhoeic 
dermatitis, with morphological variations so marked 
as to simulate the clinical appearance of each other. 

2d. It may be a case of pathological transmuta- 
tion, where true psoriasis develops trom the lesions 
of seborrhoic dermatitis, and vice versa. 

3d. It may be a case of the coexistence of both 
conditions with mutual encroachment and overlap- 
ping of lesions. 

These three possibilities represent the dualistic 
viewpoint holding that psoriasis and seborrhoeic 
dermatitis, pathologically and clinically, are two 
distinct entities. It is fair to state, however, that 
there is a view represented by Norman Walker of 
England, that psoriasis and seborrhoeic dermatitis 
are but two clinical varieties of the same condition, 
pathologically indistinguishable. 


REVIEW OF THE LITERATURE. 

A detailed analysis of these hypothetical interpre- 
tations can be properly preceded by a brief review 
of the literature on the subject. It is surprising 
how little attention is given in the receent litera- 
ture to this group of cases. This fact might lead 
one into a belief that this matter is a definitely 
settled and closed chapter in dermatology. The 
perusal of the older literature, however, reveals a 
considerable confusion and diversity of views, both 
as to psoriasis and seborrhoeic dermatitis, and as to 
their clinical relationships. This can be well illus- 
trated by the following quotations in the discussion 
of the pathogenesis of psoriasis: 

Sutton? in his treatise on skin diseases states: 
“At this time the majority of investigators believe 
that psoriasis is caused by a parasite.” 

Says Pusey? in his textbook: “The majority of 
authorities regard parasitic nature of psoriasis im- 
probable.” 

The majority of dermatologists regard psoriasis 
and seborrhoeic dermatitis as distinct clinical enti- 
ties. Many of them have recognized the border- 


line types, but they have given to them only scant 
attention and have made hardly any attempts at 
the interpretation of these forms. 
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Stellwagon* briefly remarks that exceptionally 
the scales in psoriasis are greasy and filmy on touch 
and present some features of both diseases. 

Crocker * also observes that seborrhoea psoriasi- 
form—i. e., psoriasiform seborrhoide—is one of 
the least common forms. He suggests that the 
presence of seborrhoea offers a suitable soil for the 
growth of other bacteria. 

Sequeira advances another hypothesis that psoria- 
sis may be altered by seborrhoeic condition. 

The broadest view of all is advanced by Sabou- 
raud, the discoverer of Bac. Seborrhoicus. He in- 
cludes under the terms of seborrhoids also the 
scurfy streptococci lesion, pityriasis rosea, psoriasis, 
parapsoriasis, etc. At the same time he draws 
clearly a hystopathological difference between pso- 
riasis and sebor. dermatitis, calling our atttention 
to the phenomena of exocytosis, i. e., minute cellu- 
lar infiltration in psoriasis, in contradistinction to 
exoserosis, i. €., exudation of serum to be found in 
eczema and seborrhea. 

Unna, who the first has described and defined 
seborrh. dermatitis, as a clinical unit, takes also a 
rather unique and broad view, emphasizing the 
pathogenetic importance of coil glands in sebor- 
rhoea, and grouping seborrhoeic dermatitis entirely 
with eczemas. However, Unna does not regard 
psoriasis and seborrh. dermatitis as different clin- 
ical types of the same pathological condition. Far 
from it, Unna emphatically states that differentia- 
tion between these two conditions is of great im- 
portance. He emphasizes the fact that in sebor- 
rhoea the fatty matter is not situated in the scales 
alone, but it penetrates the whole thickness of the 
skin, as in no other disease. 

Robinson also emphasizes a_hystopathological 
difference between these two conditions, stating that 
psoriasis is essentially a hyperplasia of the malpyg- 
ian layer, and that sebaceous and sweat glands are 
not at any time involved in psoriasis. These results 
have been also confirmed by Jamison and Tilbury 
Fox. Norman Walker of England represents a 
small minority, who believe in the closest patho- 
genetic relationship if not a perfect identity of 
psoriasis and seborrh. dermatitis. In fact, he re- 
gards them practically the same and deems it un- 
necessary to draw any distinctions. 

So extreme a view seems perfectly unwarranted 
neither by the hystopathological changes agreed 
upon by the majority of investigators and particu- 
larly well emphasized by Unna and Sabouraud, nor 
by the clinical observations. The clinical behavior 
of psoriasis and seborrh. dermatitis seem so totally 
different as to refute their pathogenetic identity 
even in a more emphatic manner than the hysto- 
pathological differences. The writer sides decidedly 
with those clinicians who consider psoriasis and 
seborrh. dermatitis as distinct and independent 
clinical entities. The constant and uniform start 
of seborrh. dermatitis from the scalp and _ its 

downward spread by continuity or self-inoculation, 
the circinate border, its tendency to invade axillar 
and inguinal regions—favorite locations for para- 
sitic dermatoses—the rapid response of seborrhoeic 
lesions to antiparasitic local applications, such as 
sulphur, mercurials, salicylic acid, etc., definite self- 
limiting clinical course of seborrhoea reaching the 
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stage of involution with the destruction of the hair 
follicle and the onset of alopecia, the relative ab- 
sence of hereditary and family traits, and the pos- 
sibility to trace up the contagium through combs, 
hat bands, etc.—all these facts point unmistakably 
to the parasitic nature of seborrhea. 

On the other hand, the onset and the character 
of development of psoriasis, its simultaneous start 
of multiple patches in widely scattered parts of 
the body, the discrete character of the patches 
without the slightest tendency to run together or 
to creep in one direction by the extension of the 
advancing edge, as all parasitic forms do, a strong 
tendency to hereditary and family traits, a per- 
fectly indefinite and capricious course, a possibility 
of rapid and spontaneous involution (a phenomenon 
never observed in seborrhoea), a possibility of clear- 
ing up from a constitutional, arsenical or dieting 
treatment alone, or after the removal of a source of 
local infection, and, finally, the lack of positive or 
even plausible bacteriological evidence—all this 
with equal force points to the metabolic, constitu- 
tional or toxic nature of psoriasis. 

THE INTERPRETATION OF BORDERLINE TYPES. 

The writer’s interpretation of the reported and 
similar cases is based on his belief that psoriasis is 
a constitutional, non-parasitic, and that seborrh. 
dermatitis is a local and parasitic dermatosis. 

From this viewpoint the above offered hypothe- 
ses for the interpretation of the reported cases can 
be readily and definitely answered. 

The first possibility of the cases being one or 
the other clinical entity with unusually marked 
morphological variations is refuted by the fact that 
each one of the reported cases presented at all 
times a clinical picture of double condition, each 
of dermatoses retaining its characteristic location, 
its mode of distribution and clinical course, only at 
times showing the predominance of one over an- 
other. 

The second possibility of pathological transmuta- 
tion, i. e., the developing of true psoriasis from the 
patches of seborrh. dermatitis, as suggested by some 
(quoted by Cunningham”), besides its speculative 
character, does not agree with the observation that 
it is the psoriatic patches in typical psoriatic loca- 
tion which show the mixture of seborrhoeic fea- 
tures, and not the seborrhoeic lesions that take on 
psoriatic aspect. 

The writer is inclined to accept the third hy- 
pothesis, that of the coexistence of both conditions 
with a mutual overlapping and encroachment of 
lesions. This overlapping and encroachment, how- 
ever, is mutual only apparently, and particularly 
so on the scalp. On the rest of the body the clin- 
ical evidence readily points to the fact that it is the 
seborrhoea engrafts on the psoriatic patches, and not 
the psoriasis on seborrhea. This conception seems 
perfectly plausible, as the seborrhoeic contagium is 
very mobile and may rapidly spread under favorable 
conditions over a large surface of the body. ‘This 
contention seems to be also substantiated by a 
therapeutic observation that seborrhoeic lesions, as a 
rule, clear up first, leaving the underlying psoriatic 
patches in their original condition, in which they 
stay until the next flare-up and superimposition of 
seborrhoeic contagium. The incidence of, active or 
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latent seborrhoea, in psoriasis is not recorded, but 
it is likely to be rather common, as the inflamed 
and infiltrated patches of psoriasis present a favor- 
able soil for seborrhoeic contagium. 

Summary. 

This interpretation of borderline types of pso- 
riasis and seborrhoeic dermatitis is offered not only 
as a key to the therapeusis of these cases, but also 
as an attempt to clarify the confusion and indefi- 
niteness in regard to this important group of cases. 

In conclusion the writer wishes to emphasize the 
following points: 

1st. The study of borderline dermatoses is of 
great importance from nosological and therapeutic 
viewpoints: 

2d. Psoriasis and seborrhoeic dermatitis are dis- 
tinct clinical and pathological entities. 

3d. Psoriasis is a constitutional, metabolic, non- 
parasitic dermatosis. Seborrhoeic dermatitis is a 
local parasitic dermatosis of follicular origin. 

4th. Borderline types of psoriasis and sebor- 
rhoeic dermatitis are due to the engrafting of sebor- 
thoeic contagium on psoriatic patches. 

Brockman Building. 
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SEPTIC LEPTO-MENINGITIS OF OTITIC 
ORIGIN. REPORT OF A CASE 


WITH RECOVERY.* 


By EDWARD CECIL SEWALL, M. D., 
JOHN ADOLPH BACHER, M. D., San _ Francisco; 
HENRY GEORGE MEHRTENS, M. D., San Francisco. 


It is not only very commonly the popular belief 
that meningitis is always fatal, but even among 
the medical profession the impression prevails to 
an unfortunately great extent that meningitis, 
except in the epidemic form, is unvariably lethal. 
To such the term meningitis implies a condition 
largely as is seen in the ultimate stage of the 
disease on the autopsy table. At such time the 
whole cerebro-spinal system is bathed in creamy 
pus, or the more fibrous exudate smears the sur- 
face, involving the various nerves and altogether 
presenting a hopeless picture. This certainly is a 
fatal condition and surgery has yet to bring its 
basic principle of drainage to bear for its relief. 
The above mentioned individual, under criticism 
in order to emphasize the modern viewpoint, 
however has a class of distempers that includes the 
rather vague conditions known as meningismus 
and serous meningitis. These conditions he holds 
to be curable and distinguishes them from a true 
meningitis largely because of that fact. Now it 
is well established that these different conditions 
represent the various stages of the same disease. 
I am speaking particularly of the meningitis that 
depends for its source of infection upon some 
septic focus in the ear, accessory sinus, skull 
fracture of other neighboring part. Still I think 
the principle is applicable to all forms whether 
from typhoid, pneumonia or what not. 


* From the Ear, 
Stanford University, 


San Francisco; 
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The term septic lepto meningitis is a good one 
and if taken literally keeps us from error in our 
classification. It means of course an inflammation 
of the meninges, inflammation which disturbs the 
normal in such a manner as to give various 
clinical pictures depending upon the degree of 
such disturbances. The cerebro-spinal fluid may 
be roughly described as a limpid clear secretion 
given off from the choroid plexuses of the three 
main ventricles of the brain. It passes through 
the central cavities along the aqueduct of Sylvius 
into the fourth ventricle and out by the foramina 
of Magendie, etc. From here it makes its way 
through the various subarachnoid spaces extending 
to the tip of the spinal canal and making its 
way ultimately into the venous circulation through 
the pacchionian bodies and lateral lacune of the 
venous sinuses. One would for this reason expect 
the fluid taken from the spinal canal in the lumbar 
region to present a fair index as to the condi- 
tion of the whole. This is only generally true 
however and one can readily see how disturbances 
that interfere with this free circulation, as easily 
can happen at the narrow points, would make the 
data from the spinal fluid examination subject for 
discriminating study. 

One of the first objective results of a meningitis 
is an increase in amount of cerebro-spinal fluid and 
intra-cranial pressure. This may take place sim- 
ply from proximity of a septic focus of sufficient 
virulence. For instance a middle ear abscess may 
cause meningeal disturbances just as a focus in the 
skin, a furuncle for instance, can affect the sur- 
rounding tissues. In this initial stage, marked 
only by an increase in the amount of the fluid, 
we presume that there is no actual bacterial in- 
vasion. We find no bacteria on examination. 
We may call this a meningismus, and while the 
symptoms may be very marked, headache, con- 
stipation, stiff neck, etc., the patient promptly 
recovers when the septic focus is removed. We 
have however dealt with a meningitis, but at a 
readily curable stage. 

Some curious distant disturbances can occur 
showing possible meningeal disturbances in the 
neighborhood of a middle ear abscess. I have 
under treatment now a patient presenting the 
clinical syndrome of Gradenigo as shown by 
paralysis of the abducens, and neuralgia of the 
fifth nerve accompanied by a herpes labialis. All 
the symptoms are now clearing up after evacua- 
tion of the pus in the middle ear. The exact 
pathology of this condition is not known, but is 
probably a localized edema of the meninges at 
the tip of the petrous due to extension of the 
inflammation via the peritubal cancellous tissue 
or the carotid canal. It must include a disturbance 
of the cells themselves of the gasserian ganglion, 
for thus only do we get a herpes. In my case 


the spinal fluid was normal as to pressure and all 
other points. 

If the infective focus is of sufficient virulence 
or sufficient time is given, considering other factors 
of course as resistance, etc., we find next cer- 
tain changes in the fluid due to the increased 
fluid which under normal 


The 


inflammation. 
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condition reduces Fehling’s solution, may no longer 
do so. Cellular elements now begin to make 
their way into the fluid and where the leucocytes 
in normal fluid run about three or four to the 
cmm., we now have a cellular increase varying 
in number through hundreds or thousands up to 
pure pus. With this cellular increase go the posi- 
tive. globulin reactions. As the virulence of the 
process increases, the polymorphonuclear type of 
cell increases and vice versa. In this way the 
number of cells forms an important indication of 
the clinical condition, and the character of these 
cells is of prognostic importance. As mentioned 
however, it does not always do so and I have 
had three cases in which, in the course of a 
meningitis of otitic origin, the cells have decreased 
gradually in number while the pathology pro- 
gressed. The appearance of the inciting agent 
in the fluid is variable. Sometimes the bacteria 
are absent or at least not demonstrable. Even 
after the cellular elements have greatly increased. 
On the other hand the pus forming germ may 
appear early. While their demonstration is im- 
portant, their presence by no means determines a 
fatal ending nor their absence a definitely favor- 
able outcome. 

The extent to which a septic meningitis can 
progress and still be curable depends naturally 
upon many factors. At one time in our surgical 
history the unmistakable signs, headache, stiff neck, 
etc., properly gave a most dismal prognosis. Little’ 
or nothing was done and the patient died. Quinke 
with his lumbar puncture and Macewen with his 
contention for surgical drainage led the way and 
progress has been rapid toward better prognosis. 
Early diagnosis is of paramount importance. 
Lumbar puncture facilitates this and even. an 
increase in the pressure of the fluid should warn 
us to attend at once to the invading focus. The 
earlier manifestations of a meningitis will often 
clear up at once under such treatment. Most 
serious manifestations for instance, in children 
especially, sometimes clear up on rupture of the 
membrana tympani. If, however, we find that 
the disease is progressing or if it is encountered 
first after serious changes have occurred as: evi- 
denced by the condition of the fluid, the remedy) 
must be more radical. Now not only must the 
septic ear or focus be cleaned out in a radical way, 
but the dura must be exposed widely to determine 
its integrity. If there is evidence of involvment 
of the dura suggesting underlying abscess, there 
is no. question that it should be opened. However 
when we find the dura intact, as we often do, the 
question of drainage through it is open to dis- 
cussion. If because of comparatively few changes 
in the spinal fluid and absence of bacteria we 
conclude that. the meningitis is in its very in- 
cipiency, is mild in character and the dura is 
normal, it may be wiser not to incise it. If 
however the factors mentioned suggest a more 
virulent condition, we had better open the dura 
in an endeavor to secure drainage of cerebro- 
spinal fluid. The decompression itself is of value 
but no great amount of relief of tension can be 
expected from a decompression with intact dura. 
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The adult dura is very inelastic. Drainage as 
near the site of infection as possible becomes our 
most rational therapeutic measure where drainage 
seems to be indicated. Drainage from the spinal 
canal by repeated lumbar punctures is of avail 
when the dura is not incised and at all times is 
a valuable adjunct to the local drainage, but 
drains the infection far from its source. The 
drainage of the subdural spaces has never been 
very successful. An opening through the dura, 
from which cerebro-spinal fluid flows immediately, 
soon becomes plugged by the brain tissue and the 
edges sealed by adhesions. Even the drainage of 
the cisterna magna has proven disappointing. The 
closure of the foramina of communication not 
only influences the condition of the spinal fluid, 
but may lead to an internal pressure from which 
the patient may succumb even while the drainage 
of the meninges is fairly satisfactory. It may be 
necessary to do more than drain the meninges as 
most patients in extremis are suffering from an 
internal brain pressure which is often doing more 
damage than any other factor. This is well 
shown in the chronic inflammatory conditions 
where internal and external hydrocephalus furnish 
the problem. In these cases callosal puncture 
and the establishment of permanent communica- 
tion between the third ventricle and the sub- 
arachnoid space has given relief. Surgeons are 
not agreed as to the value of the procedure. 
Some work has been done in the way of wash- 
ing from the spinal canal out through a needle 
introduced into the lateral ventricles. But this, 
we can imagine, gives a drainage of evanescent 


character. In my two cases of recovery ftom 
meningitis, drainage has been the determining 
factor. In one the incision in the dura was 


small, about one and a half cm. in length, but 
crossed a sulcus in the brain in such a way 
that excellent drainage continued for twenty-four 
hours. Such drainage cannot be counted upon 
from simple incision and the introduction of 
drainage tubes, etc., under the dura has not proven 
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satisfactory. The question of real drainage of 
the ventricles might be given more consideration. 
I have a case of a young boy of twelve who has 
just recovered from a meningitis in which the 
spinal fluid was cloudy with 2900 cells and con- 
tained staphylococcus. This case followed an 
abscess in the frontal lobe of the brain consequent 
to a frontal sinus infection. The evacuation of 
a deep lying abscess and the subsequent brain 
prolapse eventuated in the formation of a large 
fistula connecting with his right lateral ventricle. 
This fistula would close from time to time with 
immediate grave consequences and recovery only 
took place through frequent reestablishment of 
this excellent drainage. I am led to think there- 
fore of greater possibilities of lateral ventricle 
drainage, and believe that it must be so con- 
trived as to give more or less continuous and 
abundant flow. A patient dying of toxemia of 
course would not be a suitable case, but where 
the evidence of great internal pressure is present 
and symptoms are progressing without relief, I 
think even the more or less wide opening of the 
lateral ventricles as could well be done from 
the mastoid wound and the introducing of pos- 
sibly a drainage tube or linen threads would be 
rational procedure. 

Up to what stage may we consider a case of 
septic lepto meningitis curable? My two cases 
with the cells running up in one to near 3000 
per cm. m. with bacteria are fairly well ad- 
vanced as the count is recorded. I do not think 
it can be stated definitely that certain stages are 
invariably fatal except we consider the ultimate 
condition as described at autopsy. 

This condition certainly does not always exist 
even when the symptoms are marked, although 
oftentimes the spread is very rapid and the lethal 
character pronounced early. This is especially 
true of the streptococcus of the more virulent 
forms. Staphylococcus gives a more favorable 
prognosis. I do not wish my paper to be con- 
sidered as in any way minimizing the dangers of 
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meningitis. On the contrary, it is frankly written 
with the idea of promoting discussion that may 
be helpful in the face of this dreaded condition. 
I urge the abandonment of the terms meningismus 
and serous meningitis in connection with acute 
infectious foci except where we wish to define 
certain stages of the meningeal inflammation. 


of Case—See 
perature, etc. 
January 16, 1918. 

Miss E. Age 18. Complaint, sore throat and 
pain in right ear. No trouble previously, 

Diagnosis—Acute follicular tonsillitis. 
ear abscess right. 

Treatment of ear paracentesis, free discharge. 
Temperature and blood count decreased till Jan- 
uary 22, 1918. Complicating peritonsillar abscess. 
This evacuated itself spontaneously. Blood count 
increased (as seen on chart) and with other 
symptoms decided for operation. 

January 28, 1918. Simple mastoid operation, 
much pus and destroyed tissue complete exentera- 
tion of process. - Sinus laid bare, dura not other- 
wise exposed. 

February 2, 1918. Patient showed unmistakable 
signs of meningitis. Severe headache, high tem- 
perature, slow cerebration, slight stiffness of neck. 
No Kernig, no Babinski, no Oppenheim, Fundi 
normal, no nystagmus. Spinal fluid under great 
pressure, turbid. Cell count 1155 per cm. mm. 
A predominance of polymorphonuclear leucocytes. 
No bacteria found. 

Consultation—Drs. Rixford, Cowan and Mc- 
Naught. 

Operation—At once. 

February 2, 1918. Radical mastoid operation. 
Sinus explored, found normal, was obliterated. 
Dura over temporo-sphenoidal and cerebellar fossa 
widely exposed. Dura macroscopically normal. 
Incised over temporo-sphenoidal lobe, securing a 
free flow of cerebro-spinal fluid. Drainage pro- 
fuse for twenty-four hours, 

February 4, 1918. Very little drainage ot 
cerebro-spinal fluid. Headache gone, patient feels 
better. Slight stiffness of neck, 

February 9, 1919. No rise in temperature, 
practically no untoward symptoms. From this 
time recovery proceeded uneventfully. 

See accompanying chart for temperature course, 
blood counts and cerebrospinal fluid condition 
throughout course of disease. 

Stanford University Hospital, San Francisco, 


Calif. 


Brief Summary chart for tem- 
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VACCINE TREATMENT OF TYPHOID. 
By EDWARD VON ADELUNG, M. &., M. D., 
Major, M. R. C., U. S. Army, Oakland. 


This is a clinical report on twenty cases of 
typhoid fever, a portion of an epidemic which oc- 
curred in Contra Costa County, Cal., during 
November and December, 1917, the _ infective 
agent being water borne.1 With the exception of 
one man, a clerk, all of the patients were laborers. 

1. For a full epidemiologic and- sanitary engineering 
study of this epidemic, the reader is referred to the 


. Joint Report of Dr. J. C. Geiger and Grace Macmillan 
to the California State Board of Health, 1917. 
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Because of their disinclination to stop work, they 
came under medical care some days or weeks after 
fever had developed. This fact classifies them 
with those commonly recognized as offering a 
poor prognosis.” Their ages ranged from 19 to 
59, and they were in good physical condition. 
None of them had had typhoid. 

The diagnosis in all cases was confirmed by re- 
covery of the specific bacillus, or by the Widal 
test, or both. The incubation periods varied from 
two to fourteen days. 

The initial symptoms were typical: diarrhea, 
weakness, malaise, general pains, headache, anor- 
exia and dry bronchitis. All of the patients were 
removed to a large private hospital, and placed 
in wards with ward care, only two patients having 
private nursing. The diet was the same for all: 
generous in amount, but restricted to the articles 
set down by Osler. Water and orangeade were 
given in large quantity, at least 2 quarts a day. 
The routine medicinal treatment is negligible: 
small doses of dilute hydrochloric acid were 
given to all patients—a mere placebo. Other 
than that, medicine was ordered only for the 
urgent symptoms; for instance, compound acetan- 
ilid for headache, turpentine or physostigmin for 
tympanites, oil or Epsom salt for constipation, and 
quinin for those who had had malaria. In one 
case of hemorrhage (No. 20), hypertonic saline 
was given intravenously, and leukocytic extract 
hypodermically. Only one tub-bath was given, but 
sponging was routine for high temperature, and 
the wet sheet pack was used for the severe cases. 

It may be stated, therefore, that the conditions 
of observation in this series of twenty cases were 
as uniform as practicable. ‘The results of positive 
therapy presented by these cases may be fairly 
attributed to the special treatment of vaccine, other 
measures employed being acknowledged as of little 
value in modifying the course of the fever. 

Perhaps because of repeated infection over many 
days,* more likely because of continuance at work 
after falling sick and while running fever, there 
were no classic temperature curves. On the con- 
trary, the tendency of the fever to drag along for 
many weeks was notable. Though well aware of 
the indefiniteness of any classification of the sever- 
ity of typhoid, still it seems worth while to attempt 
to convey some idea of the character of the cases 
treated by stating that eight were regarded as light 
(evidently coming under observation when the 
fever was nearly spent), one was considered mod- 
erately severe, because of lack of maintained high 
temperature or because of absence of severe symp- 
toms, and eleven were classed as severe, owing to 
high temperature or to severe symptoms. Two 
patients were considered moribund for many days. 

Few important complications were met; some 
patients had nosebleeds, several delirium, a few 
psychoses, three incontinence of fees and _ urine, 
several marked abdominal pain, and two intestinal 
hemorrhages, one of them having only slight hem- 
orrhages, and the other (case 20) severe and re- 
peated bloody stools. 


2. McCrae, Thomas, in Osler, William, and McCrae, 


Thomas: Modern Medicine. 

3. Osler, William: The Principles and Practice of 
Medicine. 

4. The men continued to drink the infected water 


until hospitalized. 
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Such, then,. were the material and conditions to 
which was applied the therapeutic test of treat- 
ment by intravenous injections of polyvalent sensi- 
tized typhoid vaccine as prepared by Dr. F. P. Gay 
of the Research Laboratory of the University of 
California. The same vaccine was also used sub- 
cutaneously for the purpose of immunizing against 
relapse, but is not included in this report. For the 
full description of the vaccine, and of the animal 
experiments, as well as for reports of typical cases 
previously treated by this method, the reader is re- 
ferred to Dr. Gay’s publications.® 


VACCINE TREATMENT. 


The vaccine was given intravenously in doses 
varying from 75 million suspended organisms (0.25 
c.c. in volume) to 525 million suspended bacilli 
(1.75 c.c. in volume), most commonly at two or 
three day intervals, though many of the intervais 
were much longer. The impression was gained 
that the vaccine is most effective when given at 
the shorter intervals—twe or three days. But it is 
apparent that the proper guide is the course of the 
fever curve, and not any fixed rule. Judgment, 
based on experience, is necessary in fixing the doses 
and intervals for each case. 

The vaccine reaction is the same when given to 


a normal person as when given to a typhoid pa- 
tient, and is about as follows: Within an hour 
after injection, usually within thirty minutes, a 
chill begins, often quite severe, and continues for 
from fifteen to forty minutes. Concurrently, there 
is a rise of temperature, reaching a maximum 


within a few hours, and then falling perhaps to 


normal, sometimes to subnormal. The widest re- 
action range observed in this series from maximum 
to minimum was 8.2 degrees. In one case the 
fluctuation was 9.2 degrees (that is, from 105.4 
to 96.2), but the patient was in a cold pack sim- 
ultaneously. The rise of temperature is accom- 
panied by a leukopenia followed in a few hours by 
a leukocytosis. The patient presents an acceler- 
ated pulse, slight cyanosis, some respiratory distress, 
and suffers considerable dicomfort during the chill. 


On the subsidence of the chill, profuse sweating oc- 
curs, and sometimes nausea and vomiting. Finally 
an enhanced sense of well-being supervenes. Any 
or all of the foregoing features may be absent, de- 
pending much on the size of the dose. 


Other than the cursory discomfort described, no 
other ill effects of the vaccine were observed when 
it was used intravenously. I therefore consider the 
vaccine a harmless therapeutic agent when used in 
the doses and manner herein described. 


In this series of twenty cases, ninety-one intra- 
venous injections were given, always with Gay’s 
vaccine. In considering the effect of any partic- 
ular injection, the greatest difficulties to solve are 
whether the temperature curve following the in- 
jection might reasonably have been expected with- 
out vaccine, or whether it was really due to vac- 
cine. To avoid post hoc ergo propter hoc reason- 
ing is often extremely difficult. However, when 

5. Gay, F. P., and Chickering, T. H.: Treatment of 


Typhoid Fever by Intravenous Injections of Polyvalent 
Sensitized Vaccine Sediment, Arch. Int. Med., February, 


1916, pp. 303-328, and previous papers referred to therein. 
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a fever curve suddenly: drops to normal by crisis, 
within forty-eight hours after vaccine is given, one 
feels fairly certain that it was due to the vaccine. 


This occurred in this series six times. Even if 


the temperature does not drop to normal, if it 
fails to return as high after an injection, even here 
one can feel fairly sure that it was due to the 
vaccine. More difficult of assignment are the 
numerous instances in which there is reason to be- 
lieve that the curve was already declining. But 
in all cases one must try to guess what would 
have occurred had no vaccine been used, an ob- 
viously difficult task. Indeed, certainty of judg- 
ment is only too apparently impossible in many 
instances, and all that I dare do is to set down my 
individual impressions, knowing well that others 
may hold contrary interpretations. 


CASES.* 


Case 1. 36 years old, had never had malaria 
nor typhoid. He presented the following symp- 
toms: roseola, diarrhea, headache, anorexia, gen- 
erai pains, chills, weakness, and delirium. He 
was severely ill for seven weeks, having had ten 
days of fever before reporting. His curve touched 
105.2 and bacilli were recovered irom his blood. 
He received five intravenous vaccinations, 300 to 
400 million bacilli, without effect, unless indeed the 
first two, given on the nineteenth and twenty-sec- 
ond days respectively, raised the curve temporarily. 


Case 2. Age 27, had been sick with fever for 
twenty-nine days before reporting. His spleen 
was not palpable and there was no rash, but he 
had slight hemorrhages, distinct diarrhea, head- 
ache, anorexia and chills, besides general pains 
and weakness. His fever ran for. three weeks 
after entering the hospital, including a relapse dur- 
ing which the fever touched 105° two days. His 
blood culture was positive. He received three vein 
vaccinations, 150 to 475 million, without favorable 
effect. 


Case 3. Age 59, had been sick twenty-three 
days. before reporting. His spleen was enlarged, 
he had roseola, diarrhea, weakness and other less 
significant typhoid symptoms. His fever continued 
four weeks in the hospital, touching 103 or 102 
during the first two weeks. He received three 
intravenous vaccinations (15C to 475 million) with- 
out favorable effect. 


Case 4. Age 19. His spleen was not palpable, 
but his roseola was pronounced, and he _ had 
slight hemorrhages. There was neither diarrhea 
nor chills, but he had severe headache, and ano- 
rexia and weakness. His fever lasted eleven weeks 
in the hospital, and he had been sick twelve days 
before reporting, making a febrile course of 
nearly thirteen weeks. He received twelve vein 
vaccinations, 150 to 450 million, of which six 
appeared to have no effect; four were followed by 
a short remission of the fever,.and five produced 
distinct lowering of the fever. There was no 
abortive effect. 


Case 5. Age 31, had a severe course. He had 
been sick only six days before reporting, and 
the curve lasted seven weeks in the hospital, mak- 
ing the total course about eight weeks. Diarrhea, 
headache, anorexia and weakness were marked. 
For six days during the fourth week of hospital 
care the temperature rose above 105°. He re- 
ceived eight vein vaccinations, 150 to 525 million. 
Of these, four had no effect, and four had a bene- 
ficial effect on the fever curve. 


* Temperatures in this series are rectal. 
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Case 6. Age 31, had had malaria but never had 
typhoid. He had been sick ten days before re- 
porting, which, with four weeks of fever in the 
hospital, made a five and one-half weeks course. 
His prominent symptoms were diarrhea, headache, 
weakness and general pains, with a temperature 
mostly below 101°—a light case. He received only 
one intravenous dose, 150 million, which, after an 
initial rise, lowered the temperature. 


Case 7. Age 37, had diarrhea, anorexia, general 
pains and headache. He had been sick eight days 
before reporting, which with three weeks of fever 
in the hospital makes about a four weeks mild 
course. He received only two intravenous injec- 
tions, 300 million each, and each time the curve 
was. reduced. 


Case 8 Age 35, had had malaria but never 
typhoid. The symptoms presented were roseola. 
epistaxis, diarrhea, anorexia, headache, weakness, 
general pains, chills and delirium. The total dura- 
tion of the fever was seven weeks, including three 
weeks before reporting, rising to 103° occasionally, 
with little prostration—a light case. He received 
three intravenous injections, 150 to 475 million. No 
effect was noted from two injections, while the 
last lowered the fever below 100°, where it re- 
mained for a week before the normal returned. 
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Case 9. Age 36, presented the rash, epistaxis, 
diarrhea, chills, anorexia, general pains and head- 
ache. He was sick one week before reporting—the 
whole course of the fever covering ten weeks. 
He received two intravenous doses (150 and 300 
million), each of which depressed the fever per- 
ceptibly, the last reducing the fever from 103.5° to 
100° in the course of three days. 


Case 10. 29 years old, presented a palpable 
spleen, roseola, diarrhea, headache, anorexia, gen- 
eral pains and chills. He was sick five days before 
reporting, the total course being six and one-half 
weeks. His temperature reached 104° several days. 
He received three doses of vaccine in the vein, 
150 to 300. million. Two of these lowered the tem- 
perature, and the third, given during the relapse, 
reduced the fever permanently to normal within 
twenty-four hours. 


Case 11. Presented chills, headache, tympanites, 
albuminuria, epistaxis, delirium and a fever reach- 
ing 104°. He was sick in the hospital five weeks 
and was ill about two weeks before, making the 
total seven weeks. He received five vein treat- 
ments, of which two had no apparent effect, while 
three caused a reduction of temperature. 


Case 12. Age 46 years, had had malaria, but not 
typhoid. He had diarrhea, headache, anorexia, general 
pains, chills and weakness. His total fever course, 
six weeks, includes three weeks of fever before he 
reported himself ill. He received two intravenous 
doses (225 and 450 million), both of which dis- 
tinctly lowered the curve. Lysis followed the sec- 
ond dose. 


Case 13. Age 3 years, presented a large spleen, 
headache, anorexia, weakness and general pains. 
He was sick three weeks before reporting, which, 
with his hospital residence, makes a course of five 
and one-half weeks. His temperature reached 104° 
and over. He received two intravenous injections 
of vaccine (225 and 450 million), both of which 
depressed the temperature curve, the second being 
followed immediately by lysis. 


Case 14. Age 31, presented roseola, diarrhea, 
headaches, anorexia, chills, weakness and general 
pains. He reported five days after falling ill and 
was in the hospital three weeks—about three and 
one-half weeks total. His fever reached over 104° 
the second week. He received two intravenous 
injections (150 and 225 million), both of which de- 
pressed the curve distinctly, the first dose, one 
degree, the second two degrees. 


Case 15. Age 34, presented roseola, diarrhea, 
headache, pychosis, anorexia and general pains. 
He was sick eight days before reporting, and was 
in the hospital over eleven weeks, making a total 
fever course of at least twelve weeks. His tem- 
perature reached a point between 105° and 106° 
three times, and touched 104° many times. He re- 
ceived. seven intravenous vaccinations, varying in 
size from 150 to 450 million, three of which low- 
ered the curve, and the last produced a crisis 
bringing the temperature to normal in twenty- 
four hours. 


Case 16. Age 41, presented headache, weakness, 
anorexia and general pains. He had been sick 
two days before entering the hospital. His fever 
lasted three weeks, reaching 102.4° (disregarding 
higher vaccine reactions),.a mild case. He re- 
ceived two intravenous injections, 150 million each. 
Both of them reduced the fever, the first one two 
degrees, the second one and one-half degrees to 
normal 


Case 17. Age 29, had had malaria, and presented 
enlarged spleen, roseola, diarrhea, headache and 
anorexia. He had been sick four weeks before re- 
porting, and the whole fever course covered thir- 
teen weeks, rising to 104° to 105° for two weeks, 


a severe case. He’ received thirteen intravenous 
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injections of vaccine, of which ten showed no re- 
sult and three lowered the fever, the last one pro- 
ducing a permanent reduction from daily maximum 
temperatures of 102° to 100° daily maximums. The 
doses were from 150 to 522 million organisms. 


Case 18. Age 28, presented epistaxis, diarrhea, 
headache, anorexia, general pains and delirium. He 
had been sick at least one week before reporting, 
making in all a six weeks’ course, with maxima 
temperatures of 104.5° and 103°, a severe case, al- 
together. He received four intravenous vaccina- 
tions in doses of 150 to 450 million. One of them 
had no effect, one weakened the curve causing 
deep daily remissions, two definitely lowered the 
curve, the last of these causing a permanent re- 
duction of two degrees in two days, from 103.5° to 
101.5°. 


Case 19. Age 21, presented a large spleen, diar- 
rhea, headache, anorexia, general pains and weak- 
ness and chills. He was sick one week before re- 
porting, making a fever course of five weeks. The 
curve commonly touched 103°, but it was neverthe- 
less a slight attack. He received two vein treat- 
ments (150 and 300 million), both of which low- 
ered the curve, the second being followed by a 
steady decline of fever for three days. 


Case 20. Age 34, presented roseola, epistaxis, 
diarrhea, headache, anorexia, weakness, general pains, 
and later delirium, chills and severe bowel hemor- 
rhages, almost to death. He had been sick one 
week when he reported, making the fever course 
eleven weeks. This was a severe case, with fever 
constantly between 102° and 104.5° for two weeks, 
muttering delirium, emaciation, tympanites, numer- 
ous copious bowel hemorrhages and the balance 
of the picture of the severest type. He received 
eight intravenous doses of vaccine, from 150 to 
450 million. To one there was no response, another 
caused deeper dippings of the curve, five doses 
were followed by lowering of the curve for a day 
or two, while the last two depressed the curve to 
normal, where it remained. 


SUMMARY. 


Of ninety-one doses of vaccine given, fifty-one 
affected the temperature curve favorably and thir- 
ty-nine had no apparent influence. Of twenty 
cases of typhoid observed, seventeen were appar- 
ently benefited in degrees varying from inconse- 
quential temporary remissions or deeper dippings 
of the curve, to actual abortion of the fever either 
by crisis or by lysis. 

CONCLUSIONS. 

1. This vaccine is harmless as used 
series. 

2. Euphoria commonly follows the reaction. 

3.. The vaccine doubtless acts as a foreign pro- 
tein and is not specific. 

4. In some mild cases it aborts the fever. 

5. It is of least value when the fever is strong. 


in this 


COMPARISON OF THE END RESULTS 
IN INTERMEDIATE AND SECON- 
DARY PERINEORRHAPHIES. 


By OLGA McNEILE, M. D., Los Angeles. 


In gynecological histories, if we exclude gonor- 
rhoeal infections, the vast majority of women trace 
the beginning of their symptoms to the birth of 
their first child. The reason for these symptoms, 
which follow labor, is largely due to the fact 
that the majority of women are either improperly 
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repaired, or else are not repaired at all. With 
the exception of my Japanese patients, I have 


only seen in my entire experience, six women 
who have previously borne children, and did not 
require repair work, or in other words, six women 
who had apparently suffered no laceration at the 
time of’ delivery. Because of this astounding 
fact, I have made a very careful study of this 
problem during the past year, and will discuss 
the various phases of the subject under the fol- 
lowing headings: 


ETIOLOGY. 


We find two general causes of perineal and 
cervical laceration—the natural and the artificial. 
The natural causes, i. e., the fact that women 
are torn when neither a physician or a midwife 
is present, we cannot explain. Since accurate 
obstetrical histories are not available for more 
than the past twenty or thirty years, the state- 
ment that only the modern women are lacerated 
has no foundation. In fact, the women of two or 
three generations ago were probably left in much 
worse shape than are modern women, judging 
only from the number of old women who have 
complete procidentia, cystocele with cystitis, and 
obstipation as a result of rectocele. 


The statement that the American women are 
more prone to lacerations than those of other 
nationalities is also untrue, since every abnormality, 
including extensive lacerations, is found in our 
women’s clinics where the majority of the women 
are of foreign birth. 


The only theory which seems to have a practical 
basis is the one which maintains that the mixture 
of races and nationalities is responsible for a large 
proportion of our present day lacerations. The 
advocates of this theory maintain that by a 
mixture of races a fetal head is changed in both 
size and shape, so that it will not fit the maternal 
pelvis. My only personal observation bearing 
upon this theory is based upon my _ experience 
among Japanese patients. These women marry 
not only men of their own race, but nearly always 
men of their own caste as well. Tears of the 
perineum or cervix are very unusual, as by in- 
spection alone it is difficult, if not impossible, to 
tell whether a Japanese woman has had a baby 
or not. 


The artificial reasons for tears of the cervix 
and perineum are of greater importance than the 
so-called natural reasons, because they give us 
tangible grounds upon which to base our prophy- 
lactic work. The following are amongst the chief 
causes of tears during delivery: 


A. Too early “bearing down.” The majority 
of patients, whether delivered at home or in a 
hospital, are left almost entirely to the care of 
a nurse. Nurses do not konw when dilatation is 
complete; their natural inclination is to hasten 
labor; therefore they instruct and encourage the 
patient to “bear down” long before the beginning 
of the second stage. The primary result of this 
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is extensive laceration of the. cervix;. secondary 
results are exhaustion of. the . patient, . after the 
head is on the perineum, necessitating low forceps, 
and lacerations of the perineum due to edema of 
the vulva produced by hours of “bearing down.” 


B. Operative procedures performed before the 
proper obstetrical conditions are present, need but 
little discussion. By recalling a few elementary 
facts regarding the science of obstetrics, forceps 
will not be applied with the cervix dilated to 
two fingers, a version will not be performed after 
the membranes have been ruptured for many 
hours, and high forceps operations attempted when 


the child is dead. 


C. Pituitary extract, if given without an ac- 
curate knowledge of existing conditions, or with 
poor judgment, is responsible for many severe 
lacerations. By remembering that dilatation must 
be complete, and that the presenting part must be 
well engaged and no disproportion exist, will pre- 
vent many accidents. The patient must be pre- 
pared for delivery, and constantly watched by the 
obstetrician, and not by a nurse, after the drug is 
given. Ether, if given as soon as consistent, will 
counteract the violent effects of pituitary extract in 
a marked manner. 


D. Anaesthesia, the greatest single agent used’ to 
prevent lacerations, may only increase them if not 
properly chosen or skilfully administered. During 
the past five years nitrous-oxide has been advocated 
by many of our most prominent obstetricians. If 
it is impossible to use nitrous-oxide for an exami- 
nation for diagnostic purposes, it is self evident that 
this drug will not produce relaxation sufficient to 
prevent lacerations. Nitrous-oxide has a definite 
place in the first and early second stages, but ether 
or chloroform should be substituted during the 
latter part of the second stage. Delivery without 
any anaesthetic I refuse to consider. From the 
humane standpoint alone, every obstetrician who is 
worthy of the name, will give some relief from 
pain during the second stage. Women as a whole 
are learning that anaesthesia has a two-fold pur- 
pose, i. e., relief of pain, and prevention of lacera- 
tions, and demand anaesthesia as well as mechan- 


ical skill. 


E. Unskillful mechanical maneuvers to retard 
the advance of the head after it is on the perineum 
are the cause of lacerations which are not discussed 
in the text-books. I do not think-that the present- 
ing part should be forcibly pushed back by the 
fingers, because this tends to cause deflexion and 
thus increases the diameters to be delivered.’ 


F. In general, it is the tendency to hasten labor 
that is the most prolific cause of lacerations. Early 
bearing down, pituitary extract, forceps, and no 
anaesthetic, are all used primarily to hasten labor, 
with or without obstetrical indications. The phy- 
sician who cannot devote sufficient time to his 
obstetrical case, should transfer it to other hands. 
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IMPORTANCE OF A GOOD PERINEUM. 


As I said in my introduction, next to gonorrhoea, 
lacerations of the cervix and perineum are the most 
frequent causes of semi-invalidism in women. They 
complain of bearing down, frequent urination, leu- 
corrhoea, back-ache and pain in the ovarian re- 
gions. The pathology is endocervicitis, endometri- 
tis, and finally inflammatory changes in the tubes 
and ovaries resulting from long continued chronic 
passive congestion. Surgically speaking, the patient 
in this stage will never be cured except by repair 
work combined with the resection of the uterus, 
tubes and at least one ovary. All the round liga- 
ment operations will not hold the heavy uterus in 
position unless the perineum is firm, and, if the 
repair and ligament work is not done for some 
years after the original lacerations have occurred, 
the ligaments have lost their tone and will not ho! 
the uterus in its proper position for any period of 
time. 

Since retroversion is very common, and is the 
most frequent condition encountered where lacera- 
tions have occurred, the question of sterility must 
be taken into consideration. Many women have 
only one child as the result of uterine changes due 
to a retroversion following the first labor. Retro- 
version, of itself, does not necessarily cause sterility, 
but the endometritis and salphingitis are frequent 
etiological factors. 

From the sociological standpoint, a woman’s 
value to her family and to the community is 
greatly decreased by chronic pelvic diseases. <A 
chronic invalid does not make an ideal wife and 
mother. ‘The lacerated woman is seldom normal 
sexually, and many homes are made unhappy from 
this cause alone. It is wise, then, to carefully de- 
termine pelvic pathology, and not make diagnoses 
of neuroses and nervousness, which are only com- 
mon symptoms. 


RECOGNITION OF LACERATIONS. 


There are two reasons why lacerations during 
labor are not commonly recognized. First comes 
the lack of skill. It is surprising to see how many 
physicians do not know how a normal perineum 
should look and feel. Many apparently have no 
knowledge of the anatomy of the parts, judging 
only by efforts to find the muscles preparatory to 
suturing them. ‘The second reason that lacerations 
are not recognized or repaired is that the majority 
of general practitioners will not take the necessary 
time to do repairwork. They seem to think that 
the birth of the baby is the end of the case, while 
it is really only the beginning. The end of an 
obstetrical case is a perfectly normal woman. 

An old excuse for not repairing cases was that 
a man would get the reputation of “tearing his 
women,” and loose other cases. That excuse no 
longer holds good, since womén are rapidly be- 
coming educated to expect tears, and to demand 
their repair. 


IMMEDIATE, VS. INTERMEDIATE REPAIR. 


In. anything more than a bona fide first degree 
laceration of the perineum, immediate repair is not 
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satisfactory. The degree of laceration cannot be 
accurately estimated, and the tissues are so edema- 
tous that the sutures often cut through. Further- 


more, I doubt very much whether anybody can 
satisfactorily repair a cervix immediately after 
delivery. 


Intermediate repair is the operation F prefer in 
all cases where the tears involve either muscles or 
fascia. By intermediate repair I mean an opera- 
tion performed from the second to the eighth day 
post-partum. By this time, the cerxiv has become 
relatively normal, with two or three fingers dila- 
tion, and both old and new lacerations are readily 
recognized and repaired. The edema of the perin- 
eum has disappeared, and a thorough and complete 
repair can be done. The great advantage to the 
average patient, aside from her good health, is the 
fact that there is no additional hospital bill to 
meet. Many women will gladly consent to repair 
work of old lacerations at this time, who would 
never find the time, money or the courage to re- 
turn to the hospital for a secondary operation. 


The big point which I want to emphasize in re- 
gard to the time of repair, is that the immediate 
repair, unless the tear is very slight, is not suc- 
cessful enough to warrant it’s being done, and that 
the intermediate operation gives results just as 
good as those resulting from the ordinary secondary 
repair, but with less expense and loss of time to 
the patient. 


TECHNIQUE. 


The only preparation for an intermediate repa‘r 
is a low, one quart enema three hours before opera- 
tion, no laxative having been given during the 
previous twenty-four hours. The local prepara- 
tion consists in the application of 2% tincture of 
iodine to the perineum, vagina and cervix, which 
is done after the patient is anaesthetized. 


A weighted, self-retaining speculum is inserted, 
the cervix is grasped with two “ring type” sponge 
holders, and brought down into the field, for in- 
spection. Recent lacerations are brought together 
with interrupted sutures of No. 2 chromic catgut; 
old lacerations are first denuded and trimmed, and 
brought together in the same manner. The cervix 
is replaced, pushing it well upward and backward 
to counteract the tendency toward retropositions of 
the uterus, and a flat dressing is pushed into the 
vagina to prevent the lochia from soiling the 
perineum. 


An Allis snap is placed on each side at the 
junction of skin and mucosa at the level desired, 
usually just below the lower level of the labia 
minora. The tissue between these two snaps is 
drawn taut, and a narrow strip of tissue is cut off, 
including both skin and mucosa. In recent lacera- 
tions this step is not necessary, since we already 
have an open tear. A closed Mayo scissors is ir 
troduced into this line of cleavage about one half 
inch from the median line, is pushed back, down 
and out for about one and one-half inches, and 
the scissors opened so that a separation of the 
blades amounting to about two inches occurs. This 
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step is repeated on the opposite side. ‘The mucosa 
directly in the median line is dissected backward 
for about one-half inch. In recent tears this dis- 
section is not necessary, while cases presenting a 
large rectocele may require more extensive denuda- 
tion and resection of considerable mucosa. Allis 
snaps are now introduced ‘into the two lateral 
openings and grasp a thick bundle of the levator 
ani muscle. These muscles are then drawn into 
the field and sutured in the median line with 
No. 2 chromic catgut. Usually two or three 
sutures are sufficient. This forms the basis of the 
new pelvic floor. An Allis snap now grasps the 
mid point of the cut edge of vaginal mucosa, and 
three or four sutures of No. 1 plain catgut approx- 
imate the vaginal mucosa and underlying tissue. 


Number 2 chromic catgut on a medium sized 
cutting needle is used for skin suturing. These 
needles pass through the skin, catch the fascia 
underneath, and are brought out through the tis- 
sues of the opposite side in the reverse order. From 
four to six skin sutures are required: the lower 
ones being tightly brought together, while thos: 
nearer the vagina have less tension placed upon 
them, since the tissues in this region are more apt 
to be cut. 


The vaginal pack is removed, the iodine is 
sponged off with alcohol, sterile vaseline is applied 
to the groins, and a vulva pad applied. The knees 
are hobbled so as to allow them to separate about 
12 inches. If the knees are hobbled tightly to- 
gether, drainage of lochia is prevented, with a 
subsequent rise in temperature and possible infec- 
tion of stitches. 

The most important point in the after-care of 
these cases is “letting the perineum alone.” Th 
stitches are washed once a day with a non-alcoholic 
solution of green soap, preferably after the morn- 
ing bowel movement. After urination the stitches 
are dried with gauze sponges. No external douch- 
ing is allowed. Heroin, er. 1/24 to1/12 is given 
every four hours for twenty-four hours, beginning 
when the natient returns from the surgery; during 
this period the baby does not take the breast. 
After twenty-four hours one dose of heroin is given 
each evening for two or three nights. The pain 
after comolete repair is severe. and opiates should 
be siven freely to obtain the best results. A lax- 
ative is ordered 36 hours after operation, after 


which the patient receives the usual post-partum 
care. 


The following averages have been computed on 
a series of repairs, half of which were the secondary 
tvpe of operation, while the remaining half were 


the intermediate type. The figures seem to prove 
my contention that the results following the inter- 
mediate tvpe of operation are not only as good as 
those following the secondary type, but better, 
probably because a majority of secondary repairs 
are associated with other operative procedures re- 
sulting from old lacerations. 
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TABULATED RESULTS IN ONE 
PERINEORRHAPHIES 
INTERMEDIATE SECONDARY 


Average age ......... W 
Primiparas 12 
Mulfiodsas ........4.. & 
Sais es. sc DBRIGIEE GENVOEN <a. 4. 
18 min...Time of operation....... 24 min. 
1 ee, | cers | 
Cervix and perineum 33 }'38 
12 Cervix, perineum & post. colporr. 3} with 
0........ Perineum only 8} laps : 
DELIVERY: 
RO Sig «vest Orme 43 
, Forceps 7 
G Version 0 
Sees Breech 0 
COMPLICATIONS: 
Episiotomy 
Pneumonia 
Nephritis 
; Mastitis 
Bartholinitis 
Cystitis 
RESULTS: 
Excellent 
Good 
Fair 
UTERUS: 
Normal 


HUNDRED 


position 
; Retroverted 
..Not examined 
ANAESTHETIC: 
Gas 
Ether 
: Gas-Ether ee ee 
Ether-Scopolamine ...... 


REPORT OF 
ETHMOIDAL 


By- P: A: 


TWO CASES OF 
MALIGNANCY.* 


JORDAN, M. D., San Jose, Cal. 


My reasons for presenting the history of the 
following two cases are two-fold, i. ‘e., the rarity 
of malignancy in nasal diseases in my practice 
of sixteen years, and secondly, urging the early 
use of radium in treatment, which lends a hope 
of recovery. ‘ 


I have seen altogether but four cases of intra- 
nasal malignancy, three of whom died rather 
speedily after diagnosis was established. The 
fourth one is undergoing rapid decline. 


Case 1. 
P. E., female, age 55. History rhinitis chronic. 


Feb. 19, 1917—Turbinotomies by Dr. G. T. Jor- 
dan, Chicago. 

Apr., 1917—Came under. my observation for acute 
otitis media and acute mastoiditis left. Recovery 
without operation other than paracentesis. 


Aug. 19, 1918—Removal portion inferior turbinate 
and drainage much pus from enlarged bulla. Ma- 
lignancy not suspected. 

Sept. 19, 1918, or one month later, removed gran- 
ular, tumorous, bleeding mass, including much de- 
generated inferior turb. right. Antral wall absent, 
much granular tissue removed from antral cavity 
and ethmoidal region. Specimen sent Dr. Wm. 
Ophuls, who returned diagnosis of carcinoma. 


* Read before the Fortv-eighth Annual Meeting of the 
Medical Society of the State of California, Santa Bar- 
bara, April 1919. 
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Front View—Sarcoma. 
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Side View—Sarcoma. 
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Sept. 21, or two days later, after consultation 
with Dr. Sewell, placed patient under care of Dr. 
Boardman for X-ray treatment, who through his 
assistant gave grave prognosis for recovery. About 
three weeks later was given radium treatment in 
Chicago. Again in Jan., 1919, or three months 
later, radium was used. Disease so far has not re- 
turned. Patient in declining health at present, but 
not seen by me for six months. 
Case 2. 

Mrs. L. B., female, age 36. First came under 
my observation Dec. 17, 1917, exhibiting numerous 
polypi right middle turbinate region; also long 
prominent septal ledge right. 

Operation three days later—sub-mucous resection 
ledge, middle turbinectomy and ethmoidectomy. 

One year later patient returned, complaining of 
nasal hemorrhage and pain in region of right eth- 
moid, and exhibiting exophthalmos right eye. In- 
spection showed ethmoidal region to be filled with 
new growth. Malignancy was suspected and feared. 
Wassermann was immediately ordered, which was 
double positive. Hope was entertained that growth 
might be gummata. ‘Anti-luetic treatment was not 
curative. 

Dec. 28, 1918—Exenterated ethmoidal region. 
Specimen sent to Dr. Wm. Ophuls, and also to Co- 
lumbia Hospital, pathological department, San Jose. 
Both reported sarcoma. Radiograms showed new 
growth, filling of ethmoidal region, lower half of 
orbit and right antrum. 

X-ray and radium treatment were not tried, as 
patient presented self at late stage and family con- 
ditions made same scarcely possible. 

Jan. 14, 1919—Seventeen days after extenteration 
of ethmoid, patient presented very marked exoph- 
thalmos right and much pain. Vision right eye 
6/200. Operation: Enucleation, exenteration orbit, 
ethmoidal region, antrum Highmore. Bony parti- 
tions were largely absent. Rapid return of growth 
until at death of patient Mar. 16, or two months 
after enucleation the growth had attained the hide- 
ous size shown in the accompanying photos, or an 
external right-sided growth 16 cm. by 12 cm. by 
7 1/2 cm. 


ACHYLIA GASTRICA—A NOTE RE- 
GARDING TREATMENT. 


By ELBRIDGE J. BEST, M.D., San Francisco. 


The term achylia gastrica was applied by Ein- 
horn? in 1888 to a certain number of cases that 
revealed, on gastric analysis, an absence of free 
hydrochloric acid, and gastric ferments with a total 
acidity of about 10. Because these cases showed 
no other pathology, the gastric condition was con- 
sidered a separate entity due to a neurosis. 

During the succeeding years, the diagnosis ‘has 
been made many times on entirely insufficient evi- 
dence, such as the mere absence of HCl in one 
sample of stomach contents, and an incomplete 
physical examination. 

Since the advent and widely adopted use of the 
fractional stomach analysis, as introduced by Reh- 
fuss,? and further described by the author,® studies 
of these so-called achylias have revealed very in- 
teresting information. It has definitely proved the 
presence of hydrochloric acid in certain phases of 
digestion while being absent in others. As empha- 
sized by Rehfuss* this has diminished the number 
of true achylias, as far as the gastric secretion is 
concerned, to a very small per cent. 

Also, with a more careful physical examination 
and study of the patient we find this picture of 
achylia, as revealed by the stomach tube, appearing 
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in a variety of diseases such as: appendicitis, gall- 
bladder disease, gastroptosis, pelvic disease, follow- 
ing prolonged fevers such as typhoid and _ tuber- 
culosis, arthritis, lues, gout, certain ductless gland 
dystrophies as myxedema, intestinal parasites, car- 
diorenal diseases, pernicious anemia, emotional 
states, tropical sprue, cancer both intra and extra 
gastric, and simply with advancing age. 

In view of the above, the diagnosis of achylia 
gastrica as a separate disease is, like pernicious 
anemia, being made less and less frequently and 
with a great deal of hesitation on the part of the 
careful diagnostician. 

A large number of cases lacking in gastric secre- 
tion undoubtedly are the end result of a pro- 
gressive atrophic gastric inflammation. Daily, one 
sees in the clinic, cases of indefinite gastric symp- 
toms showing, by fractional stomach analysis, vary- 
ing stages of diminution in secretion. This is 
recognized by irregular and increasing differences 
between the curves of free hydrochloric acid and 
total acid with the HCI curve lower than the nor- 
mal. Advanced cases show only occasional pres- 
ence of very small amounts of free acid and later 
reveal no HCl at any time in the digestive cycle. 
Of interest along this line Pilcher ® quotes figures 
from the Mayo clinics. In 4000 examinations 
there were only seven primary achylias while 271 
with absent HCl and the presence of blood indi- 
cated to him the diagnosis of chronic gastritis. 
Held and Gross® find only a small number of 
achylia cases showing evidences of inflammation. 


In a large number of these cases of lessening 
gastric function we find badly infected mouths 
showing marked pyorrhea and gingivitis or activelv 
infected tonsils, very moist hypertrophied lymph 
tissue on the posterior pharngeal wall or con- 
stantly swallowed secretions from chronic rhinitis 


or sinusitis. ‘The constant swallowing of this in- 
fected material most likely is the cause of the 
gastric pathology. although several writers, Pilcher 
and others, consider the pathology beginning as a 
reflex from foci of infection first inhibiting gastric 
secretion with a secondary invasion of ever present 
bacteria completing the picture. The condition 
progresses to complete atrophy of all secreting 
cells, 

There are a number of cases, frequently women. 
lookine well nourished, who seek relief because of 
a persisting diarrhea with no pain. As described 
bv Vanderhoof? the strikine feature is the matu- 
tinal character of the disturbance. The patient is 
forced to rise as early as 4 a. m. and may have 
five to ten voluminous movements vv to II a. m. 
After which time she may be perfectly comfortable 
until the following morning. A gastric analysis 
reveals a total loss of secretion. 

Another type of case is seen with signs of 
asthenia, loss of weight, very nervous, constipated, 
showing a disturbed vegetative nervous svstem, 
symptoms referable to the epigastrium, and show- 
ing on examination no HCl and a loss of ferments. 
No signs of malignancy are demonstrable. In the 
absence of positive findings one is forced to con- 
clude that a suporession of gastric secretion has 
taken place probably through the influence of the 
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nervous system causing a vagus inhibition. To 
my mind, if one is able to go far enough into the 
past history and make a most careful physical 
examination, evidences will be unearthed to show 
an etiology in ductless gland disturbances or some 
source of infection. ‘Those rare cases reported in 
whom fright is apparently the cause of achylia 
that may not change long after the patient has 
again returned to a normal nervous balance, can 
be laid to ductless gland dysfunction as adrenal 
inhibition which has its effect upon the vegetative 
nervous system. 


Regarding the pathology found in achylia, Ein- 
horn saw no evidence of gland destruction, while 
Kuttner® found at autopsy that the digestive 
glands were destroyed. In those* cases due to 
extra gastric influences one would expect to find 
the glands normal in appearance in the beginning, 
whereas later on atrophy would be the condition 
resulting from disuse. 


For the treatment of this condition giving all 
the findings of so-called achylia, first is the re- 
moval of the cause such as a chronic appendix, an 
infected gall-bladder or an apical abscess. This 
may be all that is required, yet patients are fre- 
quently made more comfortable and recovery is 
hastened if attention is directed also to the pa- 
tient’s nutrition and the relief of an abnormal 
gastric condition. If total atrophy is not present 
and probably after several fractional tests free 
HCl is found one can reasonably hope for a 
return to a nearly normal secretion. If No HCl 
appears at any time the prognosis is bad regarding 
its ever being stimulated by any means. This 
point has been emphasized by Rehfuss, Held and 
Gross and others. It is to be remembered that 
any case showing HCl at any time is thereby 
removed from the achylia class. 

Diet, as has been outlined by many writers, is 
a most essential factor. Soper® gives some very 
rational suggestions. It should answer such _ re- 
quirements as being non-irritating, easily digested 
and with a low amount of easily digestible protein, 
no cellulose, connective tissue or unemulsified fat. 

Rehfuss 2° advises ‘the use of the stomach tube 
over long periods before and after meals, intro- 
ducing a very dilute HCl solution directly into 
the stomach. which stimulates a watery secretion. 
This secretion, however, contains no digestive 
ferments. Patients may refuse to carry out such 
a form of treatment over a long period of time. 

Since the deficiency of HCl was discovered by 
Prout in 1828, clinicians have used hydrochloric 
acid therapy to replace the deficient secretion. 
Varying reports are found in the literature. The 
majority of writers have found relief of the 
svmptoms in only a small percentage of cases. 
This is probably accounted for, in many cases, 
through a lack of appreciating the physiology of 
HCl in the stomach and the resvonse to its 
presence by the pylorus. Owing to the concentra- 
tion necessary, we are unable to administer acid 
in amounts comparable to what is found in the 
normal stomach. Cannon has shown the normal 
pvloric reflex to be due to the presence of HCl. 
Also the presence of HCl in the duodenum 
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prompts the secretion of the pancreatic and in- 
testinal ferments, as well as closing the pyloris 
and allowing more churning to take place in the 
stomach. Again Crohn ?* has shown by fractional 
studies that HCl given in one dose quickly dis- 
appears from the stomach contents, and that fre- 
quent administration will keep some HCl present. 

We have, then, evidence for the rational ad- 
ministration of small amounts of acid over a pro- 
longed period. This will stimulate the normal 
pyloric reflex and prevent the rapid evacuation of 
gastric contents, which is demonstrable in achylia 
cases by means of a stomach tube and fluroscope, 
as well as stimulating the pancreatic secretion 
which must be depended upon to replace the 
stomach digestion. 

To accomplish this end the patients are given 
10 per cent. HCl with instructions to place 20 
to 30 drops in a full glass of water which rests 
at their place on the table and, during the meal, 
take a mouthful at a time until all has been 
swallowed by the end of the meal. If it is con- 
venient, a second glass can be taken over a period 
of a half hour following the meal. Care must 
be exercised by the patient to wash the mouth 
and teeth with an alkaline wash immediately after 
taking the acid to prevent an action of the acid 
on the teeth. To give one dose of HCl imme- 
diately after eating, as has been advised by so 
many writers, is- physiologically insufficient and 
usually quite devoid of results. 

As has been pointed out by Hemmeter,!* Van- 
derhoof* and others, there is hardly a more satis- 
factory event in medicine than the startling results 
of stopping a matutinal diarrhea in achylia cases 
by the administration of hydrochloric acid, 


University of California Medical School. 
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SOME COMPARISONS BETWEEN 
NEUROSFS AND THOSE OF 
CIVIL LIFE.* 


By THOMAS G. INMAN, M. D. 
Assistant Clinical Professor of Medicine (Neurology), 


Stanford Medical School. San Francisco, Calif. 
Neurologist to Navy Base Hospital No. 2. 

When your Secretary invited me to read a paver 
before your society it was thought that a review 
of our experience with war neuroses might be of 
interest. It seems that these conditions are not 
so very different from the functional nervous dis- 
orders encountered in civil practice and if the sim- 
ilarity is firmly established such lessons as have 
been learned during the recent conflict may aid 
us in our work at home. Men engaged in your 
line of work will recognize that the war neuroses 


* Read before the Pacific Association of Railway 
Surgeons, San Francisco, Calif., September 6, 1919. 
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present some points of special interest and that 
the neurotic individual who is the cause of so 
much trouble in railroad accident work is not so 
very different from the patient suffering from 
some form of shell shock. Abundant experience, 
under new conditions, has served to throw addi- 
tional light on our conceptions of the neuroses 
from which it is hoped suitable methods of treat- 
ment may be evolved. 


What do we mean when we speak of war neu- 
roses? Are these new conditions or diseases which 
have come into being through the influences or 
circumstances incidental to war, or are they old 
acquaintances under a new name? In answer to 
the first question, it may be stated that under 
the name of war neuroses and sometimes more 
specifically under the name of shell shock was 
grouped, for the sake of expediency, a heterogeneous 
assemblage of patients exhibiting symptoms refer- 
able to the nervous system which, at the time, 
appeared to be functional in nature. Thus there 
appeared at the base hospitals tagged with the 
name “shell shock,” cases of acute mania, dementia 
praecox, melancholia, psychoses of exhaustion, hys- 
terics with various somatic symptoms, neurasthenic 
and psychasthenic states, anxiety states and grouches. 
Here and there may have been an individual who 
had received a definite injury to the central nerv- 
ous system, but these, in our experience, were rare. 


To the second question we may safely answer 
that these were not new conditions or diseases but 
were reactions in the realm of the nervous system 
similar in their nature, though arising from dif- 
ferent causes, to the neuroses seen at home. Just 
as in civil practice the name neurasthenia is fre- 
quently applied to conditions bearing no resem- 
blance to this disease, so the names “war neuroses” 
and “shell shock’ served to designate nervous con- 
ditions of diverse kinds not accurately diagnosed. 


One must not conclude, however, that there were 
no pathological conditions due to direct injury, 
such as concussion and the like, following shell 
explosions. These did cccur and produced the 
same symptoms as would have followed similar in- 
juries in civil life. 

At Navy Base Hospital No. 2 the methods used 
in handling the neuroses were as follows: The 
admission diagnosis was recorded on the history 
sheet, a new history taken and afterwards com- 
pared with the one on the record accompanying 
the patient. Complete blood and Wassermann 
were done and a complete physical examination 
made. X-ray pictures of teeth, sinuses, chest cavi- 
ties, gastro-intestinal tracts and joints were had 
when deemed of service. A neurological examina- 
tion was then made and a spinal puncture ordered 
if indicated. Suspicion of sematic disease belong- 
ing in other departments was checked up by con- 
sultation with men of the medical, surgical, ortho- 
pedic or genito-urinary division. 


By this general survey a not inconsiderable num- 
ber of cases coming with the diagnosis of “disease 
of the nervous system,” “neurasthenia,” “nervous- 
ness,” etc., were found to be suffering from defi- 
nite organic disease, either of the nervous system 
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itself or of other parts of the body, and were then 
classified as ‘‘neurasthenic states” if the nervous 
or neurotic element were sufficiently marked. The 
remainder in whom no organic disease could be 
demonstrated or in whom the nervous symptoms 
were entirely out of proportion to the amount of 
disease discovered distributed the 
functional groups. 


were among 


The great majority of these functional cases 
seemed to fall into three groups, namely: Conver- 
sion hysterias, anxiety states, and rationalizations. 
I do not wish to convey the idea that in these 


three classes the cases were always clean cut and 
fell into the designated group by virtue of a defi- 
nite symptomatology. The hysteric with a mono- 
plegia or an aphonia may present as apparent an 
anxiety state as one falling into the group of 
anxiety states, and an anxiety state may exist in 
an hysteric who presents no somatic symptom ot 
his hysteria. The test used to determine the type 
of case in hand was suggestion. The production 
of anaesthetic areas by suggestion and their subse- 
quent removal by the same means was our criterion 
for placing the individual in the hysteric class. 
Likewise, rationalization may and often does exist 
in hysterics and in patients suffering from an 
anxiety neurosis. 


In the genesis of a neurosis family history seems 
to be of the first importance. Just as our physical 
resistance depends upon the kind of “rubber” we 
are made of, so do our psychological mechanisms 
depend in no slight degree upon the character of 
the intellectual factors bestowed upon us by our 
ancestors. In the great majority of our war neu- 
roses there was a history of some form of nervous 
disturbance in the family. Neurasthenia, a com- 
mon diagnosis in the British Isles, was the most 
frequent family complaint. Of course it would be 
incorrect to blame hereditary factors for the effects 
produced by the continuously pernicious influence 
of a neurotic parent during the formative period 
of early life, but to allot to each, heredity and en- 
vironment, its just due is most difficult. 


Among the laity and not a few medical men it 
has been quite commonly thought that some sort or 
sorts of nervous disturbance might follow accidents 
and that in some way the accident was account- 
able for the nervous symptoms which followed. 
Confirmed as this belief has become in certain 
minds there is now a tendency for men doing this 
kind of work to ascribe these peculiar conditions 
to causes other than the accident alone. Experi- 
ence with psych-analysis has shown that other fac- 
tors besides the accident are responsible for the 
mental attitude assumed by these patients. 


For a satisfactory understanding of the mental 
processes at work recourse may be had to the com- 
plex theory. By a complex is meant a system of 
connected ideas with a strong emotional tone and 
a tendency to produce actions of a certain definite 
character. Complexes may be of all sorts and 
kinds; the component ideas may be of every vari- 
ety, the accompanying emotional tones pleasant or 
painful, very intense or comparatively weak. (Ref.) 
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In an individual, the recipient of an injury for 
which some one else is responsible, 2 new complex 
is brought into the foreground. Everything else 
in the patient’s mind is subsidiary for the time 


being, to this complex. Memories of similar acci- 


dents to friends and acquaintances are awakened 
and applied to his own case. ‘To these are added 
the stories of callers, the suggestions of family 
and friends and information culled from the daily 
press. Hope of reward and fear of disability pro- 
duce conflicting emotions, so that by the time a 
few weeks of enforced idleness have gone by, his 
mind bears little resemblance to its pre-accident 
condition. Pernicious suggestion at this time pro- 


duces results which continue until the last vestige 
of resentment has-sublimated under the influence 
of ample award and his demands on those responsi- 
ble have been satisfied to the last farthing. 


So long as a complex remains in easy reach of 
the individual’s consciousness it may do no harm 
other than that it may direct his actions along chan- 
nels derogatory to his best interests. But let the 
complex come into conflict with his moral or ethical 
standards and a conflict ensues, a condition of un- 
pleasant emotional tension is produced and some 
kind of nervous phenomena follows. 


One of the commonest methods whereby the 
mind seeks to avoid the effects of conflict occurs in 
the process known as rationalization. By rational- 
ization is meant a process of self-deception whereby 
the individual conceals the real foundation of his 
thought by a series of adventitious props. He 
seeks to excuse certain states of mind by accepting 
as their cause conditions or circumstances which are 
not really responsible. In this way it is possible to 
assign causes more agreeable to the individual’s 
tastes than the real ones were and, consequently, 
more in keeping with his wishes. (Ref.) Thus 
rationalization may approach very near to malin- 
gering. In war work the complex most often 
acting as a basis for rationalization was a spirit of 
resentment. ‘The patients who came to us had been 
the objects of vicissitudes of various kinds. Buf- 
feted on the one hand by the uncertainties of the 
service to which they were, often unwillingly, at- 
tached, and on the other hand subjected to regu- 
lations, discipline and injustice from which they 
had no redress, it is little wonder that some broke 
down under the strain and sought a haven of refuge 
beneath a physical infirmity, which, under other 
conditions, would have passed unnoticed. They 
were mostly underpaid and underfed, separated 
from their families for long periods of time and 
were themselves constantly in danger from air 
raids, submarines and mines. 


Mental and physical reactions having their origin 
in disturbances affecting the natural instincts and 


their corresponding emotions are seen especially in 


the neurasthenic states. This group, in the sense 
used in this paper, has little support in the liter- 
ature dealing with the psychoneuroses. But that 
there is sufficient ground for such a clinical entity 


and its relationship to disturbances of the primary 
emotions seems clear. 
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The neurasthenic states arise in individuals in 
whom affective reactions are easily stimulated and 
who are afflicted with organic disturbances of 
which they may be unaware, and if cognizant of 
real disease its true value is misinterpreted. 


Whatever the disease is it produces a feeling 
of inferiority; a sense of inability to cope with 
the problems of existence and the normal reactions 
which arise from a feeling of wellbeing are inter- 
fered with. Adler interprets the neurotic mani- 
festations as miscarried endeavors of the personality 
That 
that is always the mechanism at work I am unable 
to say with certainty, but experience shows that 
many of these patients improve as soon as the 
nature of their complaint is explained to them, 
even before its actual cure. This explains the 
apparent recovery of many patients following surgi- 
cal or medical, though usually surgical procedures, 


to compensate for feelings of inferiority. 


neither indicated by manifest pathology nor war- 
ranted by a consistent symptomatology. 


As indicated above, the patient may be unaware 
of the existence of any definite diseased condition. 
He does not feel up to the standard as measured 
by his former state of health. He tires easily and 
does not recover after rest as he formerly did. 
There may be sleeplessness or sleep from which 
he awakens unrefreshed, chiefly for the reason that 
he is trying to procure from sleep what sleep alone 
cannot give him, namely bodily rest and escape 
from abnormal sensory impressions arising in the 
diseased area. There is a subjective feeling of 
incompetence and subconsciously the individual ac- 
cepts the position that he is fighting the battle of 
life with difficulty, but what the interference is, 
is unknown to him. Naturally, in every case the 
previous mental content has something to do with 
the particular state of mind evidenced. 

In our war work the most frequent diseases or 
conditions responsible for the somatic disturbance 
in the neurasthenic states were syphilis, malaria, 
tuberculosis and The _ ptosis- 
spastic colon group accounted for a small number. 


focal infections. 


The anxiety states as they occur at home are not 
dissimilar to the anxiety states of the man at war. 
Conscious fear is not always the cause of these 
anxiety states. They are built upon a background 
the discrete elements of which are unknown to the 
individual; nor does the anxiety tend always to 
become fixed upon any special object or idea. As 
described by Freud it is free or floating, becoming, 
from time to time, loosely applied or attached to 
various passing circumstances; to-day the state of 
health, to-morrow the state of the bank account. 
It can be shown that the nature of the fixation 
bears a definite relation to the mental trend of 
the individual; the nature of the fixation being 
determined by his past experiences. 
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These cases lend themselves readily to analysis 
and by persistent effort it is often possible to find 
some central nucleus from which the present con- 
dition arose. Explanation and stimulating sug- 
gestion bring about an apparent cure which is made 
permanent by education in self analysis. 

The forms of hysteria which presented them- 
selves in war work consisted in paralyses of various 
kinds, aphonias, deafness, blindness, amnesias, stam- 
mering, trembling, pain and contractions. Para- 
plegia was the commonest form of paralysis and 
untreated lasted for months. It seems quite satis- 
factory to consider these as conversion states or as 
defense reactions. The somatic phenomena are but 
the expression of a subconscious wish, the motor 
paralysis serving the same ends for the hysteric 
at home as it did for his brother in the field. 
As an aid to the fulfillment of a wish, it is as 
useful in circumventing the setting out upon a dis- 
tasteful journey as it was in taking the soldier 
away from the scene of military activity, the 
dangers of which he wished to escape. 

This concludes a very brief and incomplete 
survey of the most common types of neuroses. 
Doubless you will have recognized some points of 
similarity between them and those occurring in 
your work as Railroad surgeons. ‘There seems to 
be an increasing frequency in the occurrence of 
the neuroses in public work and with the advent 
of new methods of dealing with the economic side 
of industrial accidents greater responsibility is 
placed upon the medical man. In the last analysis 
his opinion is the only one upon which a just and 
equitable award can be made. On the other hand 
it is from him that the patient often obtains the 
ideas which furnish the groundwork for his illogical 
conclusions and which lead to exasperating indeci- 
and -‘long drawn out contention. In the 
presence of a neurotic individual the medical at- 
tendant must be always on his guard. 


sion 


These pa- 
tients accept statements according to their own 
standards of valuation, change them to their own 
liking, never apply any logical tests and substiture 
for normal symptoms those which best please their 
disordered intellects. 
lection is 


Fortunately for us their se- 
determined neither on anatomical nor 
physiological grounds and they are easily detected. 
These cases should be quickly brought to settle- 
ment for each day added to their idleness enly 
increases the difficulty. I believe the time is xct 
far distant when these troublesome disorders will 
be early placed in the hands of special comm ssions 
competent to deal with them, thus freeing the busy 
medical man of the annoyance and worry which is 
only too often his sole reward. 
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3. MISTAKES IN ABDOMINAL DIAGNOSIS. 2. FUNCTIONAL RECONSTRUCTION OF 

















CARO W. LIPPMAN, San Francisco. THE SHOULDER. 

A—Differentiation of JOHN C. WILSON, 
1—Organic. : __ Los Angeles. 
2—Functional abdominal symptomatology. Factors essential to function of the shoul- 
3—Importance of fluoroscopic and X-Ray der. Indications for arthroplasty or arthro- 

examination in ruling out organic desis and their comparative values. Report 
Sinienaie of a case of arthrodesis of the shoulder joint 
si Sicer GOS0% consect. after destruction of the upper one-third of 
l-a—Cancer, impossible to diagnose in the humerus with good functional result. 
early stage. Scirrhous carcinoma— Lantern slides. ‘ae seid 
inoperable when they come to the Discussion opened by W. W. Richardson. 


doctor—silent first stage. 
2—Gallbladder trouble 50-70% correct. 3: THE OPERATIVE APPROACHES OF THE 



































(Stones 30%; Visualized Gallbladder SHOULDER AND THEIR INDICATIONS. 
50-60%; Oesophagospasm 80%; oc- JAMES T. WATKINS, 
currence in other conditions.) : 
3—Appendix of little value. ‘ San Francisco. 
4—Colon of no value in early stage, only While much progress has been made to- 
of value in late stage. ward solving the problems due to disturbances 
5—Difficulty of differentiation of gastric of function of the lower extremity, whether 
cancer and enlarged liver pressing due to injury or to disease, relatively slight 
stomach out of shape. (Hospital prac- advances have been made toward alleviating 
tice.) similar disfunctions of the upper extremity. 
B—Laboratory— This is due in part to the circumstance 
1—Value of Wassermann. that while the essential facts concerning 
2—Importance of Spinal Wassermann, the physiology and anatomy of the lower 
especially in obscure stomach cases. extremity are matters of comparatively com- 
3—Value of Schmidt Test Diet in locating mon knowledge, familiarity with the anat- 
pancreatic and gastric functional dis- omy and physiology of the upper extremity 
orders. is by no means so common nor so inti- 
C—Limitation of proctoscope, does not go mate. Recognition of this fact has led the 
above the first loop of the sigmoid. writer to make on his own account studies 
So-called cure of series of oesophageal and dissections, some of which are pre- 
carcinoma with Salvarsan—early opera- sented in this paper. : 
tion instead. Discussion opened by Arthur F. Fisher. 
D-—ienpersnace of _Senetions! causes illus- 4. FRACTURE OF THE FEMUR. 
: s. 7 
1—Glenard’s syndrome. HOWARD H. ae 
2—Orthopedic cases. an francisco. 


3—Heart-Aneurysm. 1. Summary of war methods. 
4—Familial Jaundice. : tense smnerienaes: ; 
Y omparison of methods of treatment. 
* 2 AS age St celal OF 4. Treatment of shortening. 
eo : 5. Report of cases. 
Bil iat 0 = ge ro cg Francisco. Discussion opened by Lionel Prince. 
1S $1 y ° x 2 ° 
The method of treatment is based upon 5. A PLEA FOR BETTER FRACTURE RE- 
the artificial overcoming of the choroid block. SULTS. 
The rationale of the treatment. Remarks GEORGE McCHESNEY, 
upon lumbar puncture. The action of the San Francisco. 


treatment upon so-called Wasserman fast A—War surgery has taught us in fractures 
cases in general luetic infection. An analysis 


a ; 1—Improved traction technique. 
of cases treated. The results obtained in 2—That . : bl a I : 
some thirty-four cases. Conclusions. ee Se 7 eae ee woes 


3—Ease of obtaining union without me- 


tallic aid. 
SURGICAL SECTION 4—Ease of obtaining union without opera- 


tion. 
Chairman’s Address—THE EDUCATION AND — 
TRAINING OF THE MODERN SURGEON. 


ANDREW STEWART LOBINGIER, 
Los Angeles. 


Ras 
1—Civil fracture results must be improved. 
2—Industrial fracture results must be im- 


proved. 
1. BANDS IN FRACTURED BONES. 3—This can be done by applying lessons 
ASA W. COLLINS, learned in war surgery. 
San Francisco. C—War has emphasized the fact that a 
Apposition and its maintenance in frac- meticulously exact approximation of 
tures of the long bones. Internal splints fragments is not necessary to good 
involving the destruction of tissue.’ Tol- function. 


erance of tissue toward different metallic 
substances. Ideal metal for fracture bands 
from physical and chemical aspect. Removal 
and non-removal of the bands. Mode of 


D—Hence much of the plating and sliding 
bone grafts in fresh fractures unneces- 
sary if not harmful. 


application. Indications for the use of the E—We should not yield to this temptation 

: ; : to operate but educate public awiy 
bands. Demonstration of the band and in- ee ee meet (a nS 
strument for its application. Fifty experi- Re g . § ate repo- 
ments on rabbits. X-ray plates of cases. sitions are required as radiograms 
Conclusions a ; would indicate. 


Discussion opened by Thos. H. Stoddard. Discussion opened by James T. Watkins. 
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i, 


EYE, EAR, NOSE AND 
THROAT SECTION 


Chairman’s Address. 


PETER A. JORDAN, 
San Jose. 
ACETONE AND DIACETIC ACID IN 
OPHTHALMOLOGY. 
WM. H. DUDLEY, 
Los Angeles. 


2. SIGNIFICANCE OF SPINAL DEFECTS 


AND PAIN, OCCURRING IN RELATION 
TO OCULAR DISEASE. 
LLOYD MILLS, Los Angeles. 


Spinal anomalies, inflammatory foci or 
their fibrous residues and varying degrees 
of localized spinal rigidity and pain, espe- 
cially marked in the “cilio-spinal” region, 
are found with frequency in such ocular 
affections as glaucoma, iritis, and stubborn 
conjunctiva engorgement. 

The relief of the defect or pain may 
reduce or relieve the ocular symptoms. 


3. INTRA-OCULAR FOREIGN BODIES— 


THEIR LOCALIZATION AND REMOVAL. 
HANS BARKAN, 
San Francisco. 
Discussion opened by Lloyd Mills. 
Accurate localization of foreign bodies if 
posterior to iris plane, great importance. 
Question of scleral incision underneath 
external or internal rectus. Splinting wound 
with these muscles. 
Technique of magnet application. 
Discussion of removal after considerable 
lapse of time since injury, with end results. 
Demonstration series of foreign bodies 
with localizing diagrams and_ discussion. 
Certain features of certain of these cases. 


4. OPHTHALMOLOGIC OBSERVATIONS 


3. 


FROM MY SERVICE IN A. E. F. IN 
FRANCE. 
VARD H. HULEN, 
San Francisco. 
Orders for overseas. Base Hospital 104. 

Preparations for embarkation. Sailing on 

S.S. Mauretania; destination unknown. “Rest 

Camps.” Journeying to Beau Desert, Bor- 

deaux, France. On duty Hospital Center 

No. E. F. 

Arrivals of sick and wounded and distri- 
bution. Ophthalmic wards and special -equip- 
ments. Eye injuries and work in Eye 
Clinics. Optical departments—their strength 
and their weakness. 

The totally blinded. Ophthalmic con- 
sultants. 

Lagrange’s plastic work and the wonderful 
French Military Clinics for Eye Surgery. 
Deductions. 


RUPTURE OF THE CORNEA — WITH 
CASE REPORTS. 


GEO. KRESS, Los Angeles. 

General remarks. Case reports. Man, age 
65, laborer, eye struck by fist of fellow 
workman. Rupture of the cornea, entire 
vertical meridian. In initial pain, practically, 
all of the iris brushed out of eye by patient’s 
hand. Lens also expelled. Condition went 
on to good healing. 

Possible now for observer, which his naked 
eye, to see the nerve head of the injured 
eye on both sides of the scar. 

With correcting glass of approximately 
a plus eleven sphere, combined with a plus 
one cylinder at 90, this injured eye is able 
to read the 3-60 line, plus one letter. 


’ 
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GENITO-URINARY SECTION 


Chairman’s Address. L. J. Roth, Los Angeles. 
1. INTESTINAL-VESICAL FISTULAE. 
LOUIS CLIVE JACOBS, 
San Francisco. 
Discussion opened by William E. Stevens. 
Report of cases, the etiology, the pathol- 
ogy and treatment of the same. 


. URINARY INCONTINENCE AND ITS 
OPERATIVE REPAIR. 
JAMES R. DILLON, 
San Francisco. 
Discussion opened by Frank Hinman. 

Brief review of literature. Etiology, Path- 
ology. Operative indications and contra- 
indications. Operative procedure. Report 
of cases. 


. SURGICAL CONDITIONS IN THE GEN- 
ITO-URINARY TRACT IN CHILDREN. 
WM. E. STEVENS, 
San Francisco. 
Discussion, orened by L. C. Jacobs. 
Frequency of kidney lesions in children 
requiring surgical treatment. Plea for a 
more thorough examination of the urinary 
tract. Cystoscopy. Ureteral catheterization. 
Functional kidney tests. Pyelography. 
Pyelitis associated with strictures of the 
ureter and urethra. Hydronephrosis and 
dilatation of the ureter. Tuberculosis of 
the kidney. 
Radiographs and Pathological specimens. 
Conclusions. 

4. INVOLVEMENT OF THE GENITO-URI- 
NARY TRACT ASSOCIATED WITH ACT- 
IVE PULMONARY TUBERCULOSIS. 

ANDERS PETERSON. 
Clinical cases and autopsy findings in 
patients with active pulmonary tuberculosis 
relative to the involvement of the genito- 
urinary organs. Observations made from 
material at the U. S. General Hospital, 
Fort Bayard, New Mexico. 


Wednesday Morning 
9 A. M. to 12 M. 


MEDICAL SECTION 


5. THE PROGNOSIS AFTER THE REMOVAL 
OF FOCAL INFECTIONS. 
N. W. JONES, 
Portland. Oregon. 
6. THE ROENTGEN DIAGNOSIS AND LOC- 
ALIZATION OF PEPTIC ULCER. 
RUSSELL D. CARMAN, 
Mayo Foundation, Rochester. Minn. 
7. A CHEMICAL CONSIDERATION OF THE 
THYROID. 
; E. C. KENDALL, 
Mayo Foundation, Rochester, Minn. 


NEUROLOGICAL SECTION 


Chairman’s Address. 
MILTON B. LENNON, 
San Francisco 
. DELAYED ULNAR PALSY FOLLOWING 
ELBOW INJURIES. 


WALTER F. SCHALLER, 
San Francisco. 
Report of cases. Discussion of clinical 
course and pathology. Differential diagnosis 
with especial reference to etiology of ulnar 
palsy, and literature references. 
Discussion opened by Emmet Rixford. 
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2. EPISODIC MENTAL STATES AND BOR- 
DERLINE CONDITIONS IN PSYCHIA- 
TRY. 

CHAS. L. ALLEN, 
Los Angeles. 

Impossibility of setting a hard and fast 
standard of mental normality. 

Fluctuations in the mental states of indi- 
viduals, of groups and of peoples, particu- 
larly in the affective sphere. 

Dependence of these variations upon indi- 
vidual make-up, somatic causes and social 
conditions. 

Importance of these relationships in psy- 
chopathology and their estimation in diag- 
nosis, prognosis and treatment. 
Discussion opened by A. W. 

3. SCIATICA. 


Hoisholt. 


MILTON B. LENNON, 
San Francisco. 
Its causes—particularly its mechanical 
cause. 


Discussion opened by W. Baldwin. 


4. NOTES ON PATHOLOGICAL REFLEXES. 
THOMAS G. INMAN, 
San Francisco. 

Question of pathological reflexes being al- 
ways indicative of pyramidal tract disturb- 
ances. 

Cross adductor Rossolimo, Bchterew-Men- 
del reflexes noted in conditions other than 
pyramidal tract disturbances. 

Discussion opened by Milton B. Lennon. 


INDUSTRIAL MEDICINE 
SECTION 


. THE IMPORTANCE OF BOTULISM AS 
A PUBLIC HEALTH PROBLEM IN CAL- 
IFORNIA. 

ERNEST C. DICKSON, 
San Francisco. 
Discussion by Karl and Major J. 
Gemer, U.S. PB. H.-S. 
. INTESTINAL RP OaTE 
A. KOFOID, 
University of California. Berkeley. 
Discussion opened by W. E. Musgrave. 


. TREATMENT OF INTESTINAL PARA- 


SITES 
C. L. McVEY, Oakland. 
Discussion opened by Herbert Gunn. 
. THE WORK OF THE STATE BOARD 
OF HEALTH. 
W. H. KELLOGG, Sacramento. 
Discussion opened by Frank Kelly. 
. THE NARCOTIC CLINIC. 
DANIEL CROSBY, Oakland. 


F. Schaller, San 


Meyer 


Discussion 
Francisco. 


opened by W. 


EYE, EAR, NOSE AND 
THROAT SECTION 


6. RADIUM IN CATARACTS. 
W. S. FRANKLIN and 
F. C. CORDES, 

San Francisco. 
The paper describes the simple method of 
application which has been developed, the 
exposure, dosage used, and other technique, 

together with a tabulation of results. 


Radium has been used by us for the past 


Vol. XVIII, No. 5 


nine months in the treatment of incipient 
cataracts. Over thirty cases have been 
observed. The results have been very 
encouraging; the vision has been improved, 
and the process apparently checked. 

7. CATARACT EXTRACTION—THE SAFEST 


METHOD 
RODERIC O’CONNOR, 
San Francisco. 
Discussion opened by W. S. Franklin. 

The writer takes the stand that, under con- 
ditions in this country, an extraction in the 
capsule is inexcusable as a routine procedure. 
Statitsics of results by both methods pre- 
sented. Describes the safest method, in his 
opinion, of handling a cataract case. 


8. TEETH, TONSILS AND SINUSES. 
ROBT. B. SWEET, 

Long Beach. 
Classification of all infections of the teeth, 
tonsils and sinuses under one head, as 
regards etiology, bacteriology, reflex symp- 
toms, systemic effects. Intimate relation of 
teeth to tonsils and sinuses eyes and ears. 
Theories held by dentists regarding infected 
teeth. Plea for a more comprehensive view 

ot head infections. X-Ray cases. 


9. SURGICAL TREATMENT OF PITUI- 
TARY NEOPLASM. 


EDWARD C. SEWALL, 

San Francisco. 
Three cases operated upon under local 
anesthetic by the  trans-spheoidal-septae 
route. Recent case shows very positive 
improvement. Choice of route of approach 
to the sella is open to interesting dis- 
cussion. From the standpoint of the pa- 
tient the intranasal route furnishes distinct 
advantages. 


GENITO-URINARY SECTION 


5. CANCER OF THE PROSTATE. 
R. L. RIGDON, San Francisco. 
I'requency underestimated. ‘ane Hospital 
Statistics. 
Course’ Relief offered by (a) 
(b) Radium. 


Conclusions. 


6. SOME FURTHER EXPERIENCES IN THE 
TECHNIC, NON-OPERATIVE, PRE-OPER- 
ATIVE AND POST-OPERATIVE TREAT- 
MENT OF SUPRAPUBIC PROSTATEC- 


TOMY CASES. 
H. A. ROSENKRANZ, 
Los Angeles. 
Discussion opened by R. V. Day. 
consideration of diet, catharsis, 
operative purgation, diarrhea, 
efocal infections, nursing, 
single-stage operation, anesthesia, hemor- 
rhage, pernicious hiccough, pain. Results 
as regards potency, ejaculation and bladder 
neck. Results in cancer. 


. A STUDY OF TUMORS OF THE VESICAL 
NECK AND PROSTATIC URETHRA WITH 
THEIR RELATION TO CHRONIC PROS- 
TATIS. 

L. P. PLAYER and C. P. MATHE, 
San Francisco 
cases, symptomatology. 

Diagnosis (a) Investigation with cysto-ure- 

thrascope. (b) Investigation of urine. (c) 

Serological investigation. (d) Elimination of 

other foci of infection. (e) Histological study 

and report. Treatment. Results following 
treatment. Recurrence. 

Discussion opened by James R. Dillon. 


Operation, 


pre- 
flatulence, 
two-stage versus 


Revbiew of fifty 
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8. URETERAL TRANSPLANTATION. 
ROBERT V. DAY, 
Los Angeles. 


Discussion opened by H. A. Rozenkranz. 

In carcinoma of cervix uteri. Carcinoma 
and tuberculosis of the bladder. Causing 
urinary obstruction in a ureter or ureters 
from infiltration. 


SURGICAL SECTION 


. SOME DEFORMITIES OF THE HAND. 
WALTER I. BALDWIN, 
San Francisco. 
Causes. Groups. Fractures. Tendons. 
Nerve injuries. 
Discussion opened by John Dunlop. 


. ATRAUMATIC TECHNIQUE AN ESSEN- 
TIAL IN RECONSTRUCTIVE SURGERY. 
STERLING BUNNELL, 

San Francisco. 

Trauma during operations produces fibrosis. 

Fibrosis binds movable parts, destroying 

their function. To succeed in reconstructive 

surgery it is necessary to diminish our 

trauma to the minimum. Methods to accom- 
plish this. 


Discussion opened by H. M. Sherman. 


. PRESENT STATUS OF THE SCIENCE OF 

ANESTHESIA AND THE ANESTHETIST. 
ELEANOR SEYMOUR, 

Los Angeles. 

This subject will be touched on very 

lightly historically; the present status and 

problems more elaborately worked out and 

the importance of standardization especially 

emphasized. 

Discussion opened by Mary E. Botsford. 


. INDICATIONS FOR INFUSION AND 
TRANSFUSION IN CASES OF ACUTE 
HEMORRHAGE AND SHOCK. 


EDMUND BUTLER, San Francisco. 
Absolute indication. 
Theories of shock. 
1—Acapnia theory. 
2—Suprarenal exhaustion theory. 
3—Nerve exhaustion theory. 
Definition of shock. 
Trauma and hemorrhage—their relation to 
shock. 
Means at our disposal to know when trans- 
fusion is relatively indicated. 
1—-Subjective symptoms. 
2—Objective signs. 
3—Blood count, (a) 
capillary blood. 
4—Blood volume. 
5—Blood pressuse. 
I1—Mild degree of shock; case report—indi- 
cations for treatment used. 
2—Moderate degree of shock—case report— 
indications for treatment used. 
3—Severe degree of shock—case report—in- 
dications for treatment used. 
Extreme degree of shock—case 
indications for treatment used. 
Discussion opened by Herbert I. Chapman. 


10. RECENT DEVELOPMENTS IN RADIUM 
THERAPY—ILLUSTRATED WITH LAN- 
TERN SLIDES. 

REX DUNCAN, Los Angeles. 

The purpose of this paper is to explain 
briefly the principles involved in the thera- 
peutic application of radium emanation, the 


venous 


blood; (b) 


report— 
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use of which has greatly broadened the 
scope of radium therapy, and to illustrate 
the technique of application, together with 
the results obtained in various pathological 
conditions. 


Discussion opened by ———- ————. 


Wednesday Noon 


12 M. fo 2:30 P. M. 


LEAGUE LUNCHEON 


GIVEN UNDER THE AUSPICES OF LEAGUE 
FOR THE CONSERVATION OF PUBLIC 
HEALTH. 


1. IMPORTANT CAMPAIGN ISSUES 
DUDLEY A. SMITH, M,. D. 


President of the League for the Concer- 
vation of Public Health. 


; — BETTERMENT IN CALIFOR- 
IA 
W. E. MUSGRAVE, M. D. 


. ALL TOGETHER FOR BETTER HEALTH 
MR. CELESTINE J. SULLIVAN. 
Editor of “Better Health”. 


. LEAGUE MEMBERSHIP 
W. T. McARTHUR, M. D. 


Los Angeles. 
Secretary of the League for the Conser- 
vation of Public Health. 


. CHILD WELFARE AND THE SCHOOLS 
ADELAIDE BROWN, M. D. 


Member of the California State Board of 
Health. 


Wednesday Afternoon 
2:30 to 5:30 P. M. 


MEDICAL SECTION 


. CHAIRMAN’S ADDRESS. A DISCUSSION 

OF THE PRESENT NURSING SITUATION. 
W. W. ROBLEE, 

Riverside, Calif. 


THE ORGANIZATION OF A METABOLIC 
UNIT. 

N. W. JANNEY, 

Santa Barbara, Calif. 

Modern treatment of metabolic cases re- 

quires special organization. 

Suggestions as to the organization of 

Metabolism Units as exemplified by the 

Memorial Metabolic Clinic of Santa Barbara. 


. BASAL METABOLISM IN THYROID DIS- 
EASE. 
ALBERT ROWE, 
Oakland, Calif. 


Previous Investigations. 


The Value of Basal Metabolic Studies 

in the Diagnosis of Thyroid Activity. 

(a) The differentiation of the neurotic 
from the hyperthyroid individual. 

(b) Hypothyroidism and Hyperthy- 
roidism. 


Basal Metabolic Studies as a Guide to 
Operative and X-ray Treatment of 
Thyroid Disease. 
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11, 


LE. 


HYPERTENSION IN WOMEN DURING 
THE MENOPAUSE. 


ROLAND S. CUMMINGS, 
- Los Angeles, Calif. 

Secretion of Corpus Luteum possibly a 
hypotensive substance. Diminution of this 
substance causes the menopause and possi- 
bly disturbs endocrin balance. 

In one hundred women, whose systolic 
pressures were over one hundred and sixty, 
forty-nine per cent. were in the menopause 
period. Other factors, as apical abscesses, 
chronic tonsillitis, chronic constipation, etc., 
were present in many also. 

Apparent drop in pressures by use of 
Thyroid and Corpus Luteum extract. 


12, A GROUP STUDY OF THREE HUNDRED 
CASES OF ARTHRITIS. 


M. C. HARDING, 

San Diego, Calif. 

Paper based on work done at Camp Lewis 
Base Hospital. Poor treatment in the 
general wards. Formation of the arthritis 
wards. Need of separate wards in the 
orthopedic department. Formation of the 
group and its personnel. Routine of exami- 
nation by specialists. Percentage of various 


foci. of infection. Treatment.  Splinting. 
Salicylates. Heat. Operative treatment. 
Medical treatment. Results. Deductions 


drawn from the series. 


EYE, EAR, NOSE AND 
THROAT SECTION 


10. CLOSURE OF FISTULOUS OPENINGS 
THROUGH THE ALVEOLAR PROCESS 
INTO THE ANTRUM OF HIGHMORE; 
WITH LANTERN SLIDE DEMONSTRA- 
TION. 


CULLEN F.. WELTY, 


San Francisco. 
Discussion opened by Harry Montgomery. 
This surgical procedure is designed to 
close fistulous communications between the 
mouth and the Antrum of Highmore. The 
fistulous communications referred to are 
those that have refused to close, regardless 
of the method. The simple procedure of 
removing the alveolar process on either side 
of the fistulous communication until enough 
tissue is secured to come together; after 
this a horizontal incision is made in the 
median line the entire length of the hard 
palate. The mucous membrane and the 
periosteum elevated and incised at the site 
of the opening to be closed; a perforated 
metal disc through which a suture is intro- 
duced to hold the denuded parts together 
for a period of eight days, when the parts 
will be entirely grown together. 


PLASTIC SURGERY OF THE NOSE; 
WITH LANTERN SLIDE DEMONSTRA- 
TION. 


H. B. GRAHAM, 
San Francisco. 


Discussion opened by Leo Eloesser. 


12. PREHISTORIC TREPHINING OF FRON- 
TAL SINUS. 


FRANK A. BURTON, 
San Diego. 
Key specimen in grasping prehistoric 
trephining, probable methods, instruments 
used, conjecture as to anesthetic, main 
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prehistoric theories of disease—relation to 
prehistoric trephining, purposes of the oper- 
ation, the amulet. Showing and considera- 
tion of specimens from Indian skulls ob- 
tained from ancient cemeteries in Peru. 

These specimens show frontal sinus opera- 
tions done 1500 to 2000 years ago. 


13. A NEW DISEASE OF THE EAR. 


HARVARD McNAUGHT, 
San Francisco. 
Discussion opened wy Josiah Kirk. 


This in all probability is a sequel to 
Influenza, all five cases having had that 
disease. The physical findings similar to 


those of Oto-sclerosis would point to some 
bone changes analogous to those produced 
by that disease and probably caused by the 
toxins of B. Influenza. 


14. SURGICAL TREATMENT OF ACUTE 


15. 


i. 


OTITIS MEDIA IN CHILDREN WITH 
REPORT OF CASE. 


J. A. BACHER, San Francisco. 


1. Indications for Surgical Intervention. 
2. Surgical Procedure. 
3. Report of Cases. 


A STUDY OF NASAL CONDITIONS OC- 
CURRING IN BRONCHIAL ASTHMA. 


SIMON JESBERG, 


Los Angeles. 


INDUSTRIAL MEDICINE 
SECTION 


CHAIRMAN’S ADDRES S—INDUSTRIAL 
MEDICINE. 


R. T. LEGGE, 
University of California. 
No discussion. 


HOW CAN INDUSTRIAL SURGERY BE 
IMPROVED? 


MORTON GIBBONS, 
San Francisco. 
Discussion. 


VALUE OF PHYSICAL EXAMINATIONS 
AMONG INDUSTRIAL EMPLOYEES. 


CHAS. A. DUKES, Oakland. 
Discussion opened by Mark L. Emerson. 


OBSTETRIC AND GYNECO- 


LOGIC SECTION 


Chairman’s Address. 


ROENTGEN TREATMENT OF UTERINE 
HEMORRHAGE, 


L. C. KINNEY, San Diego. 
This is a report covering twenty-five cases 
of metrorrhagia, including moderate sized 
fibroids, polypoid endometritis and irregular 
hemorrhages of the menopause. In all but 
one of these cases there has been a com- 
plete menopause after three Roentgen series 
and no untoward results. In all cases 
fibroids have become symptomless. Dis- 
cussion of indications, contraindications and 
results. 
Discussion opened by Albert Soiland. 
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2. VARICOSE VEINS OF THE BROAD LIG- 


Treatment considered from a study of 300 
AMENT. 


cases of simple retroversion treated during 
the last four years. 

Illustrations with lantern. 

Discussion opened by A. B. Spalding. 


L. A. EMGE, San Francisco. 
1—Discussion of the relative frequency of 
varicosities of the female pelvic circu- 
lation. 
a—Their etiological significance as to con- 
genital origin; 
b—Their etiological significance as _ to 
acquired or secondary origin; 
2—Discussion of the symptoms. 
a—As they present themselves in an ob- 
scure way simulating other ailments; 
b—As they stand out as a single group 


NEUROLOGICAL SECTION 


5. MODERN TREATMENT OF NEURO- 
SYPHILIS. 
HENRY G. MEHRTENS, 
San Francisco. 


after careful grouping of the facts. 
3—Discussion of the gross pathology. 
a—The relation to sterility. 
4—Methods of diagnosis. 
a—The reason why they are so often 
overlooked; 
b—Suggestions as to proper examination. 
5—Treatment. 
a—The maltreatment; 
b—The obsolete radical way; 
c—The logical way. 
6—Prognosis. 


Difficulty in estimating therapeutic values 
of the various methods 
a—Intensive intravenous and intramuscular 
therapy; 
b—Drainage of spinal fluid; 
c—Intradural methods; 
d—Methods dependent on irrigation of the 
meninges; 
e—Rectal therapy combined with meningeal 
irritation. 
Selection of method of treatment. 
Clinical results. 
Discussion opened by W. F. Schaller. 


7—Report of cases. 6. A CASE OF GLIOMA OF THE SPINAL 
Discussion opened by Frederic M. Loomis. CORD. 


3. HEAT, THE MOST PRACTICAL AND 
PROMISING TREATMENT IN UTERINE 
CARCINOMA. 


RICHARD W. HARVEY, 


San Francisco. 
Etiology, symptoms, signs and course of 


J. F. PERCY, San Diego. 
1—Heat is the oldest known method of 
treating inoperable uterine carcinoma. 
2—It is the only method that has survived 
and at the same time in any measure 
retained the confidence of surgeons the 
world over as to its value. 


3—With increasing knowledge of the more 
thorough and wider application of heat 
it is entering upon a new era of suc- 
cessful and hopeful development. 

4—The aim of the paper is to indicate the 
correct application of the heat in pelvic 
carcinoma and by case reports to de- 
monstrate the utilitarian aspects of the 
heat treatment. 

Illustrations with lantern. 


Discussion opened by W. G. Moore. 


4. RETROVERSIONS OF THE UTERUS. 


FRANK LYNCH, San Francisco. 


Etiology—Based on the fact that 54% of 
1200 obstetrical cases in the University of 


gliomata of the spinal cord. Description of 
case in University Hospital—symptoms, 
signs, and diagnosis, and its course to 
termination. 


Autopsy findings with demonstration of 
gross specimen, slides and photographs. 

Discussion of treatment, with emphasis on 
conservation in intramedullary tumors. 
Discussion opened by H. C. Naffziger. 


7. CRIME AND CRIMINALS FROM THE 
PSYCHIATRIC VIEWPOINT. 


HAROLD W. WRIGHT, 

: San Francisco. 

Attempts to classify criminals. Marked 
improvement in our knowledge due to care- 
ful case records. Environment and innate 
defects of adaptation. The question of 
“responsibility.” Confusion of the minds of 
juries. The work of Goring showing no 
“criminal type,” but a diffuse defectiveness. 


The folly of fitting the punishment to 
the crime and not to the criminal. 


_ Possibilities of securing adequate protec- 
tion for society. 


Discussion opened by Norbert Gottbrath. 

8. THE FORMICATION TEST IN PERIPH- 
ERAL NERVE INJURIES—ITS INTER- 
PRETATION. 


California Hospital had posterior displace- 
ments from one to twelve months after 
delivery. 


Tables classified according to spontaneous 
and instrumental deliveries and re-divided as 
to marked injury and lacerations of the 
pelvic floor. 

Development of symptoms may be gradual. 
Follow up cases show that posterior dis- 
placement, per se, may not give symptoms. 
Unless there is disturbance of the pelvic 
circulations there need be no symptoms 
unless inflammatory’ changes are associated 
with displacement. Enteroptosis as cause of 
symptoms. 

Treatment—Results of pessary treatment 
in displacements occurring in the Obstetrical 
Service, University of California Hospital. 

Operation—Factors underlying proper op- 
eration. Results have shown that no one 
operation is satisfactory for all cases. 


CHARLES L. TRANTER, 
San Francisco. 

A comparison of the intensity of formica- 
tion elicited by pressure at. the lower limit 
of the “zone of formication” (corresponding 
to the area of regeneration of affected 
nerve), with that elicited at the level of the 
lesion; and a determination of the daily in- 
crease in length of the zone, are both 
necessary for the proper interpretation of 
the test. 

Of great value as part of the complete 
neurological examination. Is not a short cut 
to diagnosis: it may however be the only 
sign of regeneration during many months. 
Especially valuable now, there being so many 
patients convalescing from peripheral nerve 
injuries, the result of the war. 
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GENITO-URINARY SECTION 


9. 


10. 


EXPERIENCES 
PLANTATION. 


IN TESTICLE TRANS- 


LL. ds. Deeks 
San Quentin. 
Discussion by R. L. Rigdon. 

In past eighteen months testicles removed 
from executed men have been transplanted 
to old and otherwise deficient prisoners. 

Some merely placed in scrotum, others 
sewed to recipient’s atrophied gland. 

Good results demonstrated by increased 
vitality, change of voice, improved eyesight, 
increased sexual activity, and general im- 
proved outlook in life. 

Also brief history of the procedure, and 
reference to internal secretions. 


BILATERAL NEPHRO-LITHIASIS. 


G. W. HARTMAN 
Ss. A. GOLDMAN, 


San Francisco. 

Discussion opened by E. Spence DePuy. 

Frequency of occurrence. Symptoms. 

Diagnosis: (a) History, (b) Physical ex- 
amination, (c) Clinical findings; Cystoscopic; 
functional tests; laboratory findings. 

Treatment—Choice of operation; choice of 
side to be first attacked; post operative treat- 
ment. Report of cases. 


and 


. SOME OBSERVATIONS FROM THE CLIN- 


ICAL AND LABORATORY FINDINGS IN 
PYELITIS AND PYELONEPHRITIS. 

LEON ROTH, Los Angeles. 

Lack of parallelism of symptoms, clinical 

course and laboratory findings. Pathological 

consideration regarding absence of casts. 

Leucocyte count. Case Reports. Treatment. 


. URETERAL PYELOGRAPHY AND CYS- 


TOGRAPHY. 
GEO. G. REINLE, 
E. SPENCE 


and 
DePUY, 
Oakland. 
Their present status and safety as Diag- 
nostic Agents. 
Discussion opened by George W. Hart- 
man. 


. SUCCESS; AS APPLIED TO UROLOGY. 


E. SPENCE DePUY, 

Oakland. 
principle 
practical appli- 


Mac- 


A Study of the Psychological 
governing success and «he 
cation of these laws. 

Discussion opened 
Gowan. 


by Granville 


Thursday Morning 


9 A. M. to 12 M. 


MEDICAL SECTION 


. THE ELECTROCARDIOGRAPHIC STUDY 


OF HEART DISEASE. 


ROLAND TUPPER. 
Explanation of the normal electrocardio- 
graph. Lantern slides of the various arrhyth- 
mias. Summary of what the electrocardio- 
graph has taught us and its present-day 
uses. 


. THE DIAGNOSIS OF NON-TUBERCU- 


LOUS LESIONS OF THE LUNGS. 
LLOYD BRYAN, 
San Francisco, Calif. 


15. 


Vol. XVIII, No. 5 


The X-Ray as an aid in the differential 
diagnosis of pulmonary  conditions—non- 
tubercular. 

Conditions which may be confused with 
tuberculosis. 


Similarity and differential diagnosis be- 
tween tuberculosis and lung tumors, Hodg- 
kin’s disease, metastatic malignancy, pneumo- 
coniosis, coccidiodides, abscess, cyst, bron- 
chiectasis, Lues, calcium metastases. 


Lantern slides of X-Ray plates illustrating 
the different conditions. 


ARTIFICIAL PNEUMOTHORAX IN PUL- 
MONARY TUBERCULOSIS. 
L. M. RYAN, 
Banning, Calif. 
Giving briefly the history and theory of 
action of indications and contraindications 
for complications and their treatment. 
Results. Demonstration of apparatus, tech- 
nique, temperature charts and radiographs. 
Value of in treatment of tuberculosis. 
Discussion opened by H. E. Kirschner, 
Monrovia. 


16. THE PROBLEM OF NON-TUBERCULOUS 


11, 


. THE 


RENAL INFECTION. 
FRANK HINMAN, 
San Francisco, Calif. 
KARL F. MEYER, 
University of California, 
San Francisco, Calif. 
. Type of organisms causing infection; 
elective specificity of some _ bacteria: 
Differences in pathological lesions pro- 
duced by the various organisms. Routes 
of infection. Predisposing factors. Gen- 
eral and local immunity. Specific and 
Chemotherapeutic treatment. 
Experimental attempts to reproduce the 
factors mentioned under (1). 

. Clinical Correlation: Classification of 
cases. Secondary conditions found. 
Surgical correction of predisposing fac- 
tors. Vaccine treatment and its value. 


SURGICAL SECTION 


PRIMARY CARCINOMA OF THE VERMI- 
FORM APPENDIX. 


B. J. O’NEILL, San Diego. 
Frequency. Symptoms. Diagnosis and 
Differential Diagnosis. Relative Benignancy. 
Report of two cases. 
Discussion opened by Thomas O. Burger. 


RELIEF OF INTRACRANIAL 
PRESSURE. 
HOWARD C. NAFFZIGER, 
San Francisco. 
pressure—acute 
governing treat- 
Choice of opera- 


Diagnosis of intracranial 
and chronic. Indications 
ment. Methods adopted. 
tive procedure. Results. 


Discussion opened by Carl Rand. 


. OPERATIVE RESULTS IN SELECTED 


CASES OF CEREBRAL SPASTIC PAR- 
ALYSIS FOLLOWING INTRACRANIAL 
HEMORRHAGE AT BIRTH. 


CARL W. RAND, Los Angeles. 


Review of literature of cases of intra- 
cranial hemorrhage following birth injury. 
Discussion of pathology involved. Report 
of six cases operate¢ upon, with subsequent 
clinical course. Conciusions. 

Discussion opened by Howard C. Naffziger. 
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14. CARCINOMA OF THE BREAST. 
CLARENCE MOORE, Los Angeles. 
A plea for the earlier recognition of carci- 
noma of the breast by the physician. More 
thorough examination before operation, espe- 
cially for remote metastasis. What may be 
expected from operation. Clinical report of 
76 cases. 
Discussion opened by Stanley Stillman. 


15. CYSTS AND FISTULAE OF THE THYRO- 
LINGUAL DUCT. 

P. K. GILMAN, San Francisco. 
1—Embryology—development of the duct. 
2—Anatomy—structure of persistent portion 

or portions of tract. 
3—Pathology—lesions resulting from _per- 
sistence of duct in part or as a whole, 
(a) solid growths; (b) cysts; (c) 
fistulae. 
4—Case reports. Eight personal cases. 
5—Diagnosis and treatment—differential diag- 
nosis from other cystic and some solid 


growth. Treatment surgical. 
6—Conclusions. 
(Paper illustrated with lantern slides.) 


Discussion opened by Guy Cochran. 


INDUSTRIAL MEDICINE 
SECTION 


9. TREATMENT OF INDUSTRIAL DIS- 
ABILITIES INVOLVING THE SPINAL 


COLUMN. 
‘ H. L. LANGNECKER, 
San Francisco. 
Discussion opened by M. E. Rumwell. 


Frequency; duration; economic value; mn- 
portance of immediate correct diagnosis; 
recognition of industrial viewpoint; inade- 
quate or delayed treatment; musculo-liga- 
mentary group-bone injury group; complica- 
tions such as anatomical variations, osteo- 
arthritis, functional neuroses. 


10. STIFFNESS IN THE EXTREMITIES FOL- 
LOWED BY ACCIDENT AND INJURY. 
A. L. FISHER, San Francisco. 


1—Causes of stiffness. Nature and char- 
acter of each of the following groups 
of lesions: 
a—Bone; 
b—Cartilage; 
c—Synovial membrane; 
d—Joint capsule; 
e—Muscular; 
f—Tendon; 
g—Fascia; 
h—Nerve. 
2—Appropriate 
above. 
3—Prognosis: A recognition of those which 
may improve, and of those in which the 
loss of function must be accepted. 
Discussion opened by James T. Watkins. 


11, DEFORMITIES OF THE HAND AC- 
QUIRED AFTER ACCIDENT. 
Dr. GOTTLIEB. 


Discussion opened by Lester I. Newman. 
12. THE ONE-ARMED IN INDUSTRY. 
LEO ELOESSER. San Francisco. 


Discussion opened by R. W. Harbaugh or 
R. T. Legge. 


13. THE INDUSTRIAL SURGEON. 


treatment of each of the 







Discussion opened by G. G. Moseley. 
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OBSTETRIC AND GYNECO- 
LOGIC SECTION 


5. ECLAMPSIA WITH SEVENTY CONVUL- 
SIONS. 
A. B. SPALDING, 
San Francisco. 

1. Case Report. 

Mrs. D. K. C., age 23, gravid. two, one 
spontaneous abortion. Headaches with peri- 
ods lasting three to four hours. Pregnancy 
normal except moderate rise in blood pres- 
sure; labor due October 24, 1919; entered 
hospital October 27, 1919, with headache, 


gastric pain, blood pressure 150, casts in 
urine, few labor pains followed by _con- 
vulsion. Cesarian Section. After regaining 


consciousness patient had three convulsions 
on day of operation, seven convulsions on 
Ist day P. O., eight convulsions on 2nd 
day, four convulsions on third day, three 
convulsions on fourth day, forty-four con- 
vulsions on fifth day. Gradually regained 
consciousness on eighth day with ultimate 
recovery. Report of clincal course, labora- 
tory findings and treatment. 
Discussion opened by Frank Lynch. 


6. POST-MATURITY OF FETUS. 
NORMAN H. WILLIAMS, 
Los Angeles. 
1. Introduction. 
(a) Relation of 
Post-maturity. 
(b) Relation of size of fetus and size of 


Prematurity; maturity; 


maternal pelvis; comparative stress 
laid on the above. 
2. Dangers of Post-Maturity. 
(a) Fetal; asphyxia; instrumental injury; 


death by instrumentation. 
(b) Maternal; prolonged labor; exhaustion; 


inertia; injury to soft parts (uterus. 
cervix, vagina, perineum, rectum and 
bladder). 
3. Determination. 
(a) Post-Natal; enlarged child; factors 


influencing size of child; length; 
weight; head. 

(b) Pre-Natal:. time element; hereditary 
factor; history; fetal measurements: 
methods; Ahfeld, with Thoms modi- 
fication; McDonald; Perret; X-Ray. 


4. Prevention. . 
(a) Induction of labor; abuse of “Obstet- 


rics by Appointment”; condition and 
estimated size of child: comparative 
size of pelvis; time for induction. 


(b) Regulation of maternal nutrition dur- 
ing pregnancy. 

(c) Cases. 

(d) Bibliography. 


Discussion opened by H. A. Stephenson. 


7. COMPARISON OF END-RESULTS OF 
RADICAL AND CONSERVATIVE FELVIC 
SURGERY. 

ALICE F. MAXWELL. 

San Francisco. 

1. Frequency and intensity of post-operative 
and physiological ablation symptoms and 
modifying factors. The value of ovarian 
therapy. Post-operative routine as car- 
ried out in the Gynecological Department 
of the University of California Hospital. 


2. Frequency of pregnancy following con- 
servative pelvic surgery in the presence 
of pelvic peritonitis. 

3. Statistics from literature. 

4. Conclusions. 


Discussion opened by Frank Lynch. 
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. OPERATIONS ON PATIENTS WITH 
LOW HEMOGLOBIN. 
WILLIAM HENRY GILBERT, 
Los Angeles. 
Discussion opened by David Hadden. 


Thursday Afternoon 
2 o’Clock 


SURGICAL SECTION 


. SURGERY OF THE CHEST. 


CHARLES D. LOCKWOOD, 
Pasadena. 


This paper is based upon observation of 
chest wounds during the war. Forty-two 
wounded soldiers with chest injuries came 
under the author’s personal supervision. 
Military experience has taught us that 
surgery of the lungs can be brought under 
the same general principles as are applied 
to other organs of the body. The prin- 
ciples to be observed are: 
1—Selection of anesthetic. Local anes- 
thetic and Nitrous Oxide are best. | 

2—Free exposure of the field of operation. 
Discussion of the best methods of ex- 
posure. 

3—Thorough removal of all infected tissue 

in traumatic cases, i. e. “debridement.” 
4—Tight closure of the chest wall, unless 
there is intropleural infection. 
5—Drainage in all secondary infectious 
complications—hemorrhage, sepsis, pneu- 
mothorax. 

Post-operative—Care, Posture, Carrel-Da- 
kin, Irrigation, Aspiration. Methods of 
securing lung expansion. 

Discussion opened by Emmet Rixford. 


CARCINOMA OF THE DUODENUM 
WITH REPORT OF FIVE CASES. 
EMMET RIXFORD, San Francisco. 


Discussion opened by Clarence Moore. 
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Clinical Department 


CASE HISTORIES FROM THE CHILDREN’S 
DEPARTMENT, UNIVERSITY OF CALI- 
FORNIA MEDICAL SCHOOL AND HOS- 
PITALS. 


Case No. 5. 
Age 10 years. 
Complaint: 

pain.” 

Family History: Father dead, at age of 32 years 
of “stomach trouble.” Mother living and well. 
One brother dead at age of 2 weeks of “typhoid 
fever,” of which disease the mother supposedly 
suffered during the pregnancy. Maternal grand- 
father dead of pulmonary tuberculosis but no ex- 
posure of the child. 


Past History: Full term, normal delivery. Breast 
fed for 1 year. Development normal. Measles at 
age of 3 years, varicella at the age of 7 years; 
neither with complications. Other than for fre- 
quent colds and headache, occasional enuresis, and 
a possible abortive pneumonia 4 months before 
entry, the past history is negative. The boy’s diet 
is a general one, he drinks 1 quart of ordinary 
commercial milk daily, and has had no digestive 
upsets. 

Present Illness: The child had been in good 
health until 10 days before entry when he developed 
pain in the lower part of the back and generalized 
pain in the abdomen. Headache was severe and 
there was frequent vomiting. There was fever, 
drowsiness, anorexia and moderate constipation. 
There were no chills. He had been confined to 
bed for 6 days previous to entry, and was finally 
sent into the hospital by his private physician with 
the diagnosis of typhoid fever, because of a pos- 
itive Widal reaction. 

Physical Examination: Thin, undersized boy of 
10 years lying in bed complaining of pain in the 
epigastrium. He is exceedingly irritable, moaning 
constantly during the examination. The skin is 
clear except for a few suggestive rose spots on 
the abdomen. The mucosae are of good color, the 
cheeks flushed. Eyes, nose, and ears negative ex- 
cept for slight left sided mastoid tenderness. Teeth 
badly carious. Tonsils enlarged and_ cryptic. 
Tongue coated, breath foul. Anterior and pos- 
terior cervical glands just palpable. Chest, heart 
and lungs negative. Abdomen-scaphoid, generai- 
ized tenderness, but no rigidity or localized spasm. 
Spleen not palpated. Liver to costal margin in 
nipple line. No masses felt. Tympany in the 
flanks. Extremities normal. Reflexes, patellars 
sluggish. Biceps and triceps present on both sides. 
Babinski and Oppenheim negative. No rigidity of 
back or neck. 

Temperature 38.3°C.; pulse, 120; respirations 24. 

Blcod count: Hemoglobin 80%; R. B. C.,, 
5,472,000; W. B. C., 9,450. 

Differential: Polys., 77%; Lympho., 12%; 
monos., 9%; Eosinophiles, 2%. 

Urine: Sp. gr. 1032, acid—negative for albumin 
and sugar. Diazo Reaction positive, acetone and 
diacetic acid not present. Sediment—no casts, oc- 
casional pus and epithelial cell. 

Blood Culture: Sterile. 

Widal: Negative. 

March 7: 


March 6, 
No. 8847. 


“Headache. 


1915. 
C.. \D: 


Anorexia. 


Male, American, 


Abdominal 


Large 


Boy is irritable and objects to being 
touched. Mastoid tenderness suggestive, but there 
is still present the generalized hyperaesthesia. 
Headache and pain in the epigastrium still vresent. 
There is rigidity of the lower extremities, and a 
marked photophobia. 
Temperature 39.5°C.; 


Blood: 


Pulse 78, Respirations 25. 
10,800 leucocytes with 65% polys. 
Urine: As before. 

Widal: Negative. 

Blood Culture: Sterile. 
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March 8: Tenderness over both supraorbital 
notches. Tongue coated. Lungs negative except 
for slight interscapular dullness and a few mucus 
rales. Heart: soft systolic murmur at apex, 
transmitted to base. Pulse 75, but not dicrotic. 
Hyperaesthesia from VI JDorsal vertebra to I 
Lumbar, also over abdomen and back, especially 
marked in right hypochondrium and right lumbar 
region. Spleen not palpated. Rose spots ques- 
tionable. Marked mechanical irritability . over 
trunk, abdomen and extremities. Marked tender- 
ness over superficial exits of intercostal, ulnar and 
popliteal nerves. Tenderness of calves. All ten- 
don reflexes present but sluggish. 

Examination of ears, by specialist, negative. 

Blood: 15,000, with 60% polys. 

Urine: Negative. 

Widal: Negative. 

Blood Culture: Sterile 

Von Pirquet: Negative. 

March 9: Lumbar puncture, 40 c.c. clear fiuid 
under increased pressure; 500 cells per c.m.m. 
with 78% lymphocytes. Nonne +; Noguchi ++; 
Fehling’s not reduced. Pellicle formed in 12 hours 
and numerous acid-fast bacilli demonstrated. 


Course: From this time the case rapidly pro- 
gressed to a fatal termination, and within a few 
hours after the release of the excess cerebro- 
spinal fluid most of the reflex signs of meningitis 
were present. Kernig, Babinski, Oppenheim, Neck 
sign and Brudzinski. 

Eight days after entry a broncho-pneumonia 
supervened and death occurred on the 9th. 

Diagnosis: Confirmed bv autopsy: Tuberculous 
Basilar Meningitis, Acute Broncho-pneumonia. 

Discussion: The particular interest in this case 
lies in the paucity of signs of meningitis, particu- 
larly of the tuberculous form. It is frequent 
enough to have a variability in the reflex signs of 
tuberculous meningitis so that at one time a Ker- 
nig or other pathological reflex is present, at an- 
other absent, but it is distinctly unusual to have 
them absent altogether so long after the onset of 
the condition, although early in the disease they 
may be. The headache and generalized hyperaes- 
thesia are fairly frequently encountered as the only 
symptoms early in a meningococcus septicemia 
but in such cases blood culture gives the diagnosis 
in case the cerebro-spinal fluid does not. In- 
<reased pressure of the fluid is so frequent a 
finding in all acute conditions (amply proved in 
the influenza epidemic) that if increased cells or 
other changes are not demonstrable, one is not 
justified in considering such a fluid as absolute 
evidence of meningeal infection. It is often simply 
the result of congestion or hypersecretion and 
comes under the heading meningismus, and is not 
a true localized infection of the meninges. 

The entrance of the case with the report of a 
positive Widal reaction delayed the making of 
the correct diagnosis, although this reaction could 
not be secured again. The justification of indis- 
criminate lumbar puncture for diagnostic purposes 
is now being brought in question because of the 
supposed danger of infection of the meninges in 
case of a septicemia. The delay in this case, how- 
ever, was because of the preponderance of signs 
and symptoms of a typhoidal type of infection. 
The relatively slow pulse was a development after 
entry and with the negative findings against ty- 
phoid furnished the clue. These consisted in the 
fact that the spleen was little if any enlarged, 
only suggestive rose-spots, constipation (so fre- 
auent in meningitis) the repeatedly negative 
Widal reactions and the sterile blood cultures. 

The negative von Pirquet Reaction in fulminant 
tuberculosis in childhood is quite the rule, as is 
the Diazo Reaction in the urine—the latter has 
no specificity in any case. 
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Principles of Nursing. By Charlotte A. Brown. 
262 pp- Illustrated. Philadelphia and New 
York: Lea & Febiger. 1919. Price $1.75. 

In this book of 248 pages the author endeavors to 
describe the qualifications for a nurse, the principles 
of personal hygiene, bacteriology, dietetics, and 
hydrotherapy, and most of the routine procedures 
and common treatments used in the care of the 
sick. Naturally, it is merely a synopsis of the 
subjects treated. 


A Text-Book Upon The Pathogenic Bacteria And 
Protozoa. For Students of Medicine And 
Physicians. By Joseph McFarland, M. D., 
Professor of Pathology and Bacteriology in 
the University of Pennsylvania. Ninth edi- 
tion, thoroughly revised. Octavo of 858 
pages with 330 illustrations, a number of 
them in colors. Philadelphia and London: 
W. B. Saunders Company, 1919. Cloth $4.75 
net. 

The author has revised the book to supply 
present day requirements of the student and 
practitioner. His preface is most interesting, par- 
ticularly in regard to men of science,—their atti- 
tude before, during and after the war. It is a 
text book that might well be recommended. 

> RK. D. 


By W. L. 
Illustrated. 
Son & Co. 


Foot Care And Shoe Fitting. 
& S. A. Folsom. 124 pp. 
adelphia: P. Blakiston’s 
Price $1.75. 

This small manual by two medical officers of 
the Marine Corps sets forth in plain language 
comprehensible to laymen and medical corpsmen 
information on the care of the feet, on methods 
of recording deformities and on the structure, 
care and fitting of foot-gear- It will be of in- 
terest to medical officers and officers of the line 
concerned in the care of their men’s feet. 


Mann 
Phil- 
1920. 


L, E. 


An Outline of Genito-Urinary Surgery. By George 
C. Smith. 301 pp. Illustrated. Philadelphia 
and London: W. B. Saunders Company. 1919. 

Handbooks, compends and works of that general 
description, usually call for no special mention and 
are generally dismissed by the reviewer*with per- 
functory notices; but here we have a small book 
which is sufficiently distinctive to merit more seri- 
cus consideration. The whole scheme of presenta- 
tion is not only admirably suited to the class of 
readers for whom it is intended, but the content of 
the book constitutes an excellent resumé of the sci- 
entific principles underlying the modern practice of 
genito-urinary surgery. We take it that it addi- 
tionally reflects to a large extent the teaching of 
that particular school of urology which has its 
nucleus in the Massachusetts General Hospital. 

Inasmuch as the book is primarily intended for 
students and general practitioners much that is 
found in larger works on the subject has been elim- 
inated from consideration; on the other hand, con- 
siderable stress has been laid on the pathology of 
various disorders; and it is apparent that the 
author has taken considerable pains to clearly ex- 
plain those scientific procedures useful and often 
necessary in the diagnosis of various genito-urinary 
diseases. To sum up, the author makes no attempt 
to make specialists by the studv of his book; he 
describes in detail the diagnostic and therapeutic 
measures accessible to every medical man, but 
states definitely the boundary at which medicine 
ends and urology begins. ie oe 

Modern Surgery: General and Operative. Ry J. 
Chalmers DaCosta, M. D., Samuel D. Gross 
Professor of Surgerv, Jefferson Medical Col- 
lege. Philadelphia, Pa. Eighth Edition, Re- 
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vised, Enlarged and Reset. Octavo of 1697 
pages, with 1177 illustrations, some of them 
in colors. Philadelphia and London: W. B. 
Saunders Company, 1919. Cloth, $8.00 net. 


The exigencies of war service have naturally 
handicapped the author of this popular text book 
in the preparation of a new edition; but he has 
produced a very satisfactory volume that is not 
likely to diminish his popularity or to leave his 
readers uninformed on any material point of 
present-day surgery. If the butter is a bit thin 
in places, it covers the ground and numerous 
references indicate where more may be obtained by 
those who require it more thickly spread. It would 
be too much to expect at present any final or 
complete digest of the advances—or changes—in 
surgical technique that have resulted from war 
experiences; and the size of the book, bulky as it 
is and at times presenting a rather crowded ar- 
rangement, of necessity forbids the elaboration 
of special branches of surgical work and knowl- 
edge. But this is largely compensated for by the 
writer’s experience as a teacher and surgeon, his 
sound judgment, his cleverness in condensation, 
and the care and detail with which essential facts 
and practice are presented. Matters still undis- 
puted are presented with the discussion that will 
enable the student to form correct surgical opinions 
assisted by the author’s balanced and conserva- 
tive judgment. While offering the advantages of a 
well written surgical handbook founded on the 
wide reading and individual experience of the 
teacher and, practitioner, special departments have 
had the advantage of revision by authorities on 
their subjects. The book may be recommended 


to students and surgeons as being sound, practical 
and brought up to date. G. 


A. H.-A. 


Peritoneum. By Arthur E. 
umes. 870 pp. Illustrated. St. Louis: C. V. 
Mosby Company. 1919. Price $10.00. 

The two volumes constitute the careful review 
of the complete literature on the peritoneum with 
additions of personal observations made during 
the period of a long and successful practice as a 
surgeon and a teacher. 

The first volume deals mainly with biological 
questions. Here are given the physiologv. histol- 
ogy; gross anatomy and embryology. There is 
also an interesting chapter on wound healings, ad- 
hesions and their prevention. The snace allotted 
here is too small to do justice to the biological 
review. It can only be said that it is very com- 
plete and readily understood. The fundamental 
points are set forth clearly and concisely.. The 
biological review deserves the highest credit. 
Those chapters dealing with adhesions, inflamma- 
tory reactions and changes in circulation should be 
read by every surgeon, as they give valuable in- 
formation. Also, here discussions are clear and 
sufficiently brief and make this volume a_ valu- 
able asset as a reference book for the teacher as 
well as for the practitioner and student. 

The second volume is divided into two parts. 
The first deals exclusively with peritonitis as an 
entity, and the second concerns itself with various 
tynes of peritonitis in its relation to disease of the 
individual organs of the abdomen. There is a long 
chapter on appendicitis which. I feel, should have 
been more concise since it branches out into -the 
usual lone discussion on appendicitis as a disease. 
While it is very well written. it does not belong 
in this book, at least. not in this form. Aside 
from this. the second volume deserves the credit 
given to the first but it does not represent the 
importance and need of such a voluminous review 
as is given the first volume. Time spent in 
reading this treatise will be well compensated by 
the information gained. 

The hibl‘ography in general is 
most complete. 


Hertzler. Two vol- 


excellent and 


b Ac, & 
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Syphilis. By Henry H. Hazen: 647 pp. Illustrated. 
St. Louis: C. V. Mosby Company. 1919. 
Price $6.00. 

The author has produced a manual on syphilis 
that fairly merits its claims to “cover the whole 
field of syphilis in an authoritative way.” Within 
the limits of a volume of this size, one can not 
expect to find so immense a subject discussed 
with meticulous detail. But while minor matters 
are not needlessly enlarged upon, the reader will 
find little to critize in the amount of space de- 
voted to the more important manifestations of the 
disease and he should find the book useful and 
sufficient for his purpose at most times. It is 
clearly written, well illustrated and indexed, has a 
good bibliography, and the author has availed 
himself of the assistance of writers on their special 
departments who are generally successful enough 
in their descriptions of the disease as it is mani- 
fested in their particular practice and in the modi- 
fications of treatment called for. 

Doctor Hazen is responsible for a careful study 
of syphilis, its history, pathology, cutaneous lesions 
and more general incidence. He is. practical; 
being neither diffuse nor sparing in essential de- 
tail. Collaborating with Dr. John Dunlop, he 
adds a useful chapter on syphilis of the genito- 
urinary organs; Dr..John E. Lind contributes a 
fairly full account of its effects on the nervous 
system, while Dr. Louis Green is respons‘ble for 
the section on the eye and Dr. Virginius Dabney 
for the ear. Diagnosis and treatment are dis- 
cussed with a sense of the importance of the 
newer laboratory work and clinical technic that 
assists the reader to a clear understanding of the 
more recent successful methods of scientific medi- 
cine. G. A. H.-A. 


The Medical Clinics of North America. 
III, Number *III (The Mayo Clinic Number, 
November, 1919). Octavo of 296 pages, 79 
illustrations. Philadelphia and London: W. 
B. Saunders Company, 1920. Published Bi- 
monthly. Price per Clinic year: Paper: 
$12.00, cloth $16.00. ; War! 

W. L. Benedict: Report of a case of retinitis 
circinata associated with tuberculosis. Hn.  W. 
Woltman: Facial paralysis. E. C. Kendall: 
Chemical and physiologic nature of the active 
constituents of the thyroid. W. M. Boothby: 
Value of the basal metabolic rate in the treat- 
ment of diseases of the thyroid. F. A. Willius: 
Preoperative treatment of hyperthyroidism. P. P. 
Vinson: Case of cardiogsnasm with dilatation and 
angulation of the esophagus. W. S. Lemon: 
Mediastinal affections in childhood. Differential 
diagnosis of mediastinal affections. F. A. Willius: 
Myocardial disease with reference to the  sub- 
endocardial myocardium. D. M. Berkman: Diet- 
tary instructions. G. B. Eusterman: Syohilis of 
the stomach. R. D. Mussey: Pancreatic carci- 
noma. J. A. H. Magoun, Jr.: Retroperitoneal 
tumors; report of two fibromyomas. L. J. Stacy: 
Treatment of carcinoma of the uterus by radium. 
H. C. Bumpus: Radium therapv in cancer of the 
prostate. E. H. Weld: Renal absorption with par- 
ticular reference to pyelographic mediums. W. 
W. Bissell: An instance of primary portal throm- 
bosis. H. E. Marsh: Report of fifteen cases of 
erythremia. A. Archibald: Aplastic anemia. H. 
Z. Griffin: Tuberculosis of the spleen. T. L. 
Szlapka: Two patients with pernicious anemia 
alive more than three years after splenectomy. 
Winifred Ashby: Some data on the range of life 
of transfused blood-corpuscles in persons without 
idiopathic blood diseases. A. H. Sanford: Blood 
transfusion. J. H. Stokes: Case of early lepra. 
Solitarv cutaneous nodular recurrences as aids in 
diagnosis of obscure visceral  svohilis. Three 
cases illustrating the diagnosis and treatment of 
syphilistic involvement of nervous system. Etio- 
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logic analysis of chronic urticaria following influ- 
enza, with comment on treatment. Interstitial 
keratitis in heredosyphilis following influenza, with 
comment on treatment. Protection of kidney in 
intensive antisyphilitic treatment with special ref- 
erence to influence of dental focal infections. 





Orthopedic and Reconstruction Surgery, Industrial 
and Civilian. By Fred H. Albee, M. D., F. 
A. C. S., Prefessor and Director of Department 
of Orthopedic Surgery at the New York Post- 
Graduate Medical School and at the University 
of Vermont. Octavo volume of 1138 pages 
with 804 illustrations. Philadelphia and Lon- 
don: W. B. Saunders Company, 1919. Cloth, 
$10.00 net. 


It is to be expected that a book from Albee’s pen 
would be a record of his personal views and ex- 
periences. Accordingly, the chapters of the present 
volume are of quite varying value. Many of them, 
dealing with topics in which the author is not per- 
sonally interested, are so cursorily treated that 
they might be omitted without detriment; many are 


taken almost in their entirety from the work 
of others. 
The chapters, however, that have to do with 


specifically Albeeian procedures are excellent. They 
treat of the bone-graft in every imaginable ap- 
plication. They give an admirably clear exposition 
of the technique of the various bone-grafting pro- 
cedures, and are illustrated by extraordinarily 
convincing series of figures taken from drawings 
and from photographs and X-rays of patients. The 
chapter on the treatment of malunion and non- 
union of the long bones by bone-graft is especially 
good. Many of the other chapters also contain 
good expositions of the application of bone-grafts 
to various orthopedic maladies. The use and 
technique of the bone-graft is described for dis- 
eases of the spine, including scoliosis; for the 
fixation of joints; for defects of the jaw and skull; 
as a remedy for congenital defects of the bones, 
and deformities (such as clubfoot); and as a re- 
tentive. brace (in widening the upper edge of the 
acetabulum in congenital. dislocation of the hip). 
There are complete descriptions of the author’s 
instrumentarium, his electric appliances and his 
orthopedic operating table. 

We would wish that later editions might contain 
statistics as to the functional end-results in bone- 
grafts for defects of the long bones. Should they 
corroborate Albee’s expectations, they would be 
valuable in refuting the opinions of English and 
French surgeons as to the poor functional results 
of bone-grafts in large osseous defects. 

Each chapter has a long bibliography added, 
which would be more useful if it were arranged 


alphabetically and if the authorities cited were 
chosen with more care. 

The book will interest every surgeon and should 
have a wide sale. is: as 





1918 Collected Papers of the Mayo Clinic, Roches- 
ter, Minn. Octavo of 1196 pages, 442 illustra- 
tions. Philadelphia and London: W. B. Saun- 
ders Company, 1919. Cloth. $8.50 net. 

This volume maintains the standard of excellence 
and interest so well shown in the previous vol- 
umes. It contains more than a thousand pages 
of reading matter ranging from. surgical and 
other clinical studies to the results of experimental 
investigations along various lines. Almost one- 
quarter of the volume is devoted to the alimentary 
canal and about the same space to the head, trunk, 
and extremities; while the remainder is variously 
apportioned to the urogenital organs, ductless 
glands, blood, skin, and syphilis, nerves, technic 
and other matter. All the articles which go to 
make up the volume have appeared in various 
publications, the references to which may be 
found in connection with each article. 
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It is almost impossible to review a work of this 
kind except in the most general way. For the 
abdominal surgeon that part devoted to the ali- 
mentary canal will naturally have the greatest in- 
terest; here he will find a very interesting ac- 
count of forty cases of gastric syphilis, a condi- 
tion obviously not so rare as was once believed; 
an article on the etiology of cholecystitis which 
according to the author is largely streptococcic; 
a study of the recurrence of symptoms following 
operations on the biliary tract; the surgical treat- 
ment of the cirrhoses of the liver and their com- 
plications, and other contributions. Contrasting 
this volume with some of the previous ones it is 
noteworthy and striking that much less space is 
devoted to the stomach, and that only one article 
deals with gastro-enterostomy and that with the 
treatment of peptic ulcer. 

In the genito-urinary section a very instructive 
paper may be found on the radiographic diagnosis 
of renal tuberculosis. Under ductless glands will 
be found five excellent articles, one on the blood 
picture in exophthalmic goitre, another on the thy- 
roid hormone, a third on cancer of the thyroid, a 
fourth on the principles of thyroid surgery, and 
lastly, one on the treatment of myelocytic leu- 
kaemia by splenectomy and radium. The author of 
the last named paper was able to study twenty 
patients who had been treated in this manner, and 
concludes that so far as his observations went he 
could find no evidence that the duration of the 
disease is altered in any definite way by splenec- 
tomy. 

The section on blood contains a number of in- 
teresting papers, the most noteworthy being the 
one by Georgine Luden entitled Studies on Cho- 
lesterol. In view of the practical results which may 
follow studies along more or less similar lines, this 
contribution is perhaps the most important and 
suggestive in the whole volume. The basis of this 
investigation rests on the observations of Murphy 
and Morton who in 1915 noted the fact that ani- 
mals in which cancer transplants did not take 
showed an increase up to two hundred per cent. in 
the lymphocyte count while those not endowed 
with this natural resistance showed no such in- 
crease. This suggested some relation between 
lymphocytosis and the observed resistance to can- 
cer transplantation, a suggestion which appears to 
be supported also by observations made on the 
blood of cancer patients treated by radium or X- 
rays. It has been shown by Luden that the cho- 
lesterol content of the blood is in some way closely 
associated with the presence or absence of lympho- 
cytosis, high cholesterol content usually being ac- 
companied with small numbers of lymphocytes and 
low cholesterol percentages with more or less 
lymphocytosis. An extensive study of the influence 
of diet on the amount of cholesterol in the corre- 
sponding fluctuations in the cytology of the blood 
thus evidencing an intimate relation between the 
chemistry and cytology of the blood and diet. 
While the results of the research can not yet be re- 
garded as conclusive or sufficiently developed to 
warrant enthusiastic deductions with reference to 
practical applications, investigation of this kind may 
do much to remove some of the prevailing pessi- 
mism regarding the cancer problem. 

The section devoted to the head, trunk and ex- 
tremities, covers a variety of subjects from the 
etiology and treatment of poliomyelitis, and the use 
of radium in cancer, to papers of interest to the 
orthopedic and general surgeon. Under nerves 
will be found an analysis of the nervous symptoms 
in pernicious anaemia based on the study of 150 
cases, the surgical treatment of progressive ulnar 
paralysis, and the results of the surgical treatment 
of spinal cord tumors. The volume concludes with 
several articles on technic and a final section headed 
“General,” under which have been grouped papers 
not conveniently brought under other headings. 


A.J. i. 
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Correspondence 


WHAT THE DOCTORS THINK OF THE 
INDEMNITY DEFENSE FUND 


San 
To the Editor:— 
Enclosed please 


Feb. 


Francisco, 1920. 


10th, 
find my check for $15.00 to- 
gether with my note for the further sum of 
$15.00 for the Indemnity Defense Fund and I 
wish to thank you for the reminder sent me. 

I believe that the present method of bringing 
it to the attention of all the physicians is going 
to be productive of good results. I know it was 
just what I needed—although I had been think- 
ing seriously of it for some time. 

With best wishes for the success of 
demnity Defense Fund, I am, 

Respectfully yours, 


the In- 


Los March 6 


To the Editor:— 

Enclosed find check for Thirty Dollars that I 
may become a member of the Indemnity Defense 
Fund, as per letter of February 9, 1920. 

Thanking you for calling my attention to my 
laxity in not joining earlier, still today I have a 
clean slate regarding malpractice suits but one 
can never tell. 


Angeles, 1920. 


’ 


Sincerely yours, 


Gilroy, Calif., April 5, 1920. 
To the Editor:— 

Inclosed my check for $15.00 and my note for 
the same amount to cover membership in the In- 
demnity Defense Fund of the Society. 

I should have taken this step before but have 
put it off and then forgotten it. 


Yours very truly, 


Los Angeles, Feb. 10, 1920. 
To the Editor:— 

Please find enclosed check in your favor for 
$30.00 being my contribution in full to the In- 
demnity Defense Fund. I have always meant to 
join this Fund and have delayed it from mere 
oversight. Your letter just received reminded 
me of my duty in the matter. 

I am, yours faithfully, 


Bakersfield, Cal.,. April 5, 
To the Editor:— 
Find enclosed Thirty Dollars ($30.00) for cash 
indemnity against malpractice. 
I have been intending to do this for a 
time; finally got to it. 
Very truly yours, 


ANOTHER FRAUD 
To the Editor:— 

We are advised under date of March 31, by Miss 
M. E. Murphy. who conducts a corset store at 
No. 241 Geary Street, that an individual who posed 
as Doctor H. M. Mead, Pixley, Calif., had nresented 
a check for $100 in payment for merchandise, and 
it was later found that the individual had no funds 
in the bank, nor was there any one by that name 
known at Pixley. 

Perhaps it might be well to give the item a little 
publicity, so that perchance some reader of the 
Journal may not be victimized. 

Yours very truly, 
L. B. PINKHAM, M._.D., 
Secretary-Treasurer, Board of Medical Examiners, 
State of California. 


1920. 


long 


DR. GRETH ON CHIROPRACTIC 


Extract from letter of Dr. August Greth, of Los 
Angeles, dated March 1, 1920: 

“T deem it timely to write setting forth clearly 
the precise place that so-called Chiropractic fills. I 
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took this course years ago and happen to know 
many of the more successiul chiropractors here. 
Their Pathology is, as you know, remarkably sim- 
ple, i. e. All diseases are caused through spinal 
nerve pressure due to subluxation or erosion of 
vertebrae and their interv. cartillages. Many are 
convinced of that, others not so much; but all 
know a good thing when they see it; for there 
are among them many only out for money; it is a 
gold mine, as | know some that made for years 
from $50 to $75 per day, and that in a few hours 
of not very hard physical work, and minus brain 
strain and C. O. D. in addition.” 


HOSPITAL HEADS FAVOR PSYCHOPATHIC 
HOSPITAL 


Sacramento, Cal., March 29, 
To the Editor: At a meeting of the 
Superintendents of the California 
for the Insane, held at Stockton State Hospital 
on March 16th, the enclosed Resolution offered 
by Dr. Robert Lewis Richards of the Mendocino 
State Hospital and seconded by Dr. F. O. Butler 
of the Sonoma State Home, was passed, and as 
per the terms thereof, I am enclosing herewith 
a copy of the same for your publication. 
Very respectfully, 
E. S. BIRDSALL, Secretary, 
California State Commission in Lunacy. 


RESOLVED, that it is the sense of this meet- 
ing of Medical Superintendents of the California 
State Hospitals that the mental problem of Cal- 
ifornia requires preventive measures, early treat- 
ment, research, and convalescent care, as well as 
the. intensive, prolonged treatment of State Hos- 
pitals: that, therefore, a State Psychopathic 
Hospital, in San Francisco, under the direction 
of the Regents of the University of California, is 
urgently needed for research, teaching and so- 
cial service; that the teaching facilities should 
be offered to the two medical schools of the Uni- 
versity of California and the Stanford University, 
and that this Resolution be transmitted to the 
Governor, the Board of Control and the Califor- 
nia State Medical Journal. 


1920. 
Medical 
State Hospitals 


HOW TRUE! 


San Francisco, March 30, 1920. 
To the Editor:— 

In your March number you brought a_ very 
moderate answer to a circular sent to numerous 
physicians in this State, by the W. C. T. U. in 
re the U. S. Pharmacopeia and the well known 
food expert Dr. Harvey Wiley, and the prevailing 
epidemic of influenza. 

The last few days brought us, however, some 
pleasant news, which the ladies of the W. C. T. U. 
should share with us, so as not to deprive them of 
a chance to bring their activities to play in the 
favor of their good cause. 

A gentleman well known to the public and the 
citizenry of the State of California as a legislator, 
ex-member of the State Board of Pharmacy, phar- 
macist, physician, and undertaker, announces per 
the circular route to the physicians of this city, 
that owing to the fact that so few of the pharma- 
cists carry a federal license for supplying liquor, he 
will fill the much needed want of supplying distilled 
spirits:—whiskies, wines, brandies, and such like 
upon a prescription, supplying only government 
stamped goods direct from the bonded warehouse, 
at reasonable prices. 

Following the example of a southern state, he 
names his place of business—a dispensary. No dis- 
tinctive adjuvant or corrective seem necessary to 
the name. 

Thus the druggist is at one stroke relieved from 
the odium of being a whiskey peddler, and the 
physician is duly given a new position as prescrib- 
ing clerk, in due accordance with the law, if the 
same is not filled by the owner. 
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The law with two loop holes—medicinal and 
sacramental—is evidently to be opened wide—15 to 
20 gals. of wine for sacramental purposes—causing 
a dispute between learned theologians as to the 
relative applicability of grape juice—and an open 
dispensary with stated hours with the pharmacist, 
physician, undertaker, legislator proprietor, to- 
gether with Congressman Sheppard’s admission of 
a well-stocked cellar, should certainly cause the 
W. C. T. U. to go deeper in their pharmacopoeial 
studies and ascertain from Dr. Du Mez commen- 
taries to the Pharmacopoeia the reason why 
whiskey was left out of the Pharmacopoeia, as 
well as why Dr. Wiley’s opinions are not infallible, 
with California fruitgrowers. 

Yours very truly, 
ALFRED EICHLER, M.D. 


Medicine Before The Bench 


In this column will appear with appropriate 
comment, from month to month, court decisions 
and proceedings affecting the various phases of 
medical practice, the conduct of hospitals and the 
enforcement of public health laws. 

Flewitt Before Oppenheim Again. 

H. R. Flewitt, chiropractor, with offices at 
Valencia and Market Streets, San Francisco, was 
arrested March 15, 1920, charged with violation 
of Sec. 17 of the Medical Act. 





A similar charge against Flewitt was dismissed 

by Judge Morris Oppenheim. 
Professional Competitors! ! 

The Oakland “Daily Post” March 30, 1920, 
prints a three column full page advertisement of 
the Alameda Chiropractic Association (Inc.), 
wherein appears, “the Board of Medical Exami- 


ners is grossly incompetent to pass on the quali- 
fication of a chiropractor because its members 


are ignorant of the first principles of chiroprac- 
tic.” Reputable chiropractors will not submit 
themselves to be examined by their professional 


competitors. 


Chiropractcr Forfeits And Repeats. 

Clarence Boswell, chiropractor, arrested in 
Los Angeles March 22, 1920, charged with viola- 
tion of the Medical Practice Act and was re- 
leased on $100.00 bail. Boswell was arrested on 
a similar charge a month ago and forfeited a 
$100.00 bond according to Police Records.—Los 
Angeles Examiner. 

Can You Sell Your Practice? 

Dr. Frederick Rossiter and Dr. Elmer Thomp- 
son appeared before Judge Valentine in Los An- 
geles County to determine who is entitled to a 
large practice in Burbank and Glendale. Dr. Ros- 
siter claims he bought out Dr. Thompson, who 
agreed to remain away; however, Dr. Thompson 
states the agreement was for the period of the 
war only.—Los Angeles Herald. 

Chinese Doctor Repeats. 

S. N. Wong. Chinese herb doctor, plead guilty 

in Fresno on March 1, 1920, to a charge of prac- 


ticing medicine without a license and was _ held 
to answer to the Superior Court with bail set 
at $200.00.—Fresno Republican. 
Salves On Bail. 
W. R. Thurber, who for the last month has 
been selling so-called “cure-all salves” at Fourth 


and K streets, Sacramento, was placed 
rest March 18, by Operator A. C. Favette of the 
Board of Medical Examiners, charged with vio- 
lation of the Medical Act and released on $300.00 
cash bail—Sacramento Union. 

Salisbury Forfeits Twice. 

Frank Salisbury. charged with violating 
Medical Act, enriched the treasuries of Fresno 
and San Francisco counties bv forfeiting $250 
to Fresno and $100 to San Francisco. He is 


under ar- 


the 
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reported to be en route to the Antipodes and 
will doubtless soon make similar donations in the 
land of the kangaroo. 
Self-styled “Doctor” Sought. 
Officers throughout the southwest are searching 
for J. P. Mason, self-styled doctor and termed 
by officers as a “slicker” on the charge of ob- 


taining money under false pretenses. He is a 
good dresser and fluent talker—San Bernadino 
Index. 

Reports have come from licentiates that an 
individual using a similar name, has victimized 


them by obtaining money under false pretenses. 
Look out for him. 


Who Knows “Doctor” La Salle? 

“Doctor” Charles La Salle, who is reported to 
be conducting the California Clinical Laboratories, 
Laughlin Building, Los Angeles, is said to be 
wanted by the Los Angeles County authorities on 
a charge of issuing fictitious checks. “Doctor” 
La Salle is not licensed in California and his 
claim of Illinois license has not been confirmed. 

Oroville Practitioner Fined. 

A. F. Francis, arrested recently by the investi- 
gators of the Board of Medical Examiners, charged 
with violation of the Medical Act, plead guilty 
before Judge Gregory in Oroville, March 10, and 
paid a fine of $100.00.—Oroville Register. 


Who Knows Goscinsky? 


Alfred C. Goscinsky, recently arrested in King 
City charged with practicing medicine without 
a license, alleges he is a graduate of a medical 


college in Germany; that he was issued a license 
to practice in California in 1898 by Dr. Chas. 
Wadsworth, deceased, then secretary of the Board; 
that he was a resident of San Francisco at the © 
time of the fire April 18, 1906, which destroyed 
all his credentials. No record of his having been 
issued a license can be found by the Board of 
Medical Examiners. 


Suit For Damages. 


Saviour Barrance filed a suit in Judge Harry 
W. Pulcifer’s court, Oakland, charging Dr. F. J. 
Peter, physician and surgeon, associated with 
the North American Hospital Association, with 


having performed an illegal operation on the wife 
of Barrance when it was not necessary. The 
suit for $20900 damages alleging malpractice in- 
volves Dr. Peter and the association.—Oakland 
Enquirer. 

Olsen Pleads Guilty. 

A. L. Olsen, arrested in Los Angeles charged 
with violation. of Sec. 17 of Medical Practice Act, 
plead guilty before Judge Frederickson and was 
given'a sentence of $100.00 or 100 days. Sentence 
was suspended for two years on condition that 
Olsen would not violate the Medical Act during 
that time. It is stated he had been arrested in 
Washington on a similar charge. 


Herb Specialists Arrested. 

Chow Juan. N. G. Suey, Chen Shun, Leetai 
Bong, M. T. Mar, Y. Wong and On Wo arrested 
in Stockton, March 15, 1920, by investigators of 
the Board of Medical Examiners, charged with 
violation of the Medical Act. The Chinese re- 
cently paid fines in Judee Plummer’s court for 
practicing as “Chinese Doctors” and _ following 
this. they changed their title to read “Herb Spe- 
cialists.”—Stockton Record. 

Herb Doctor Sued For $9,550. 

T. Wah Hing, Chinese herb doctor of Sacra- 
mento, convicted of practicing medicine without 
a state license, and later fined for dealing in con- 
traband drugs, is made defendant in a suit for 
$9.550.00 claimed due by J. Poncioni for alleged 
failure to comply with the terms of a land sale 
contract—Sacramento Bee. 


Osteovath Contests Decision. 
F. Harlan of Arbuckle. an 


practice in California 


Dr. 


whose 


W. 


osteopath 
was re- 


license to 
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voked by the Board of Medical Examiners at the 
February meeting after adjudging him guilty of 
exceeding his authority in prescribing drugs, has 
filed formal notice of his intention to contest the 
action of the Board—Sacramento Bee. 
Ex-Governor Defends Chiropractor. 

A. B. Hinckley, chiropractor of Richmond, 
charged with violation of Sec. 17 of the Medical 
Act, when he appears for trial in Martinez will 
be defended by Ex-Governor E. L. Morris of 
Wisconsin, National Counsel for the Chiro- 
practors. The prosecution will be handled by 
District Attorney A. B. Trinning and Chief Coun- 
sel Encell and Frank Smith representing the 
Board—San Francisco Chronicle. 


The People of The State of California 
vs. 
Ephraim Northcott. 

In a strong decision covering death 
lawful operation, condition of the woman victim, 
intention of defendant in preparing place for 
handling abortion cases, efforts to avoid detection, 
value of testimony of accomplice, performance of 
other illegal operations and intent and motive, 
Judge Langdon in the Appellate Court affirmed 
the decision of the lower court in ‘convicting 
Ephraim Northcott of an unlawful abortion on 
Miss Inez Reed which caused her death. The 
decision of Judge Langdon was concurred in by 
Justices Brittain and Nourse, and the application 
for a hearing was denied by the Supreme Court. 

The District Court of Appeals states the “record 
leaves no doubt of the guilt of the defendant.” 
The court says that there is a wide divergence 
of authority upon the question whether under 
a statute such as ours the burden of establishing 
that the abortion was actually necessary is an 
affirmative defense, or whether the proposition is 
to be negatived in the first instance by the pros- 
ecution. 

“But the appellant contends in this connection 
that the burden of establishing the fact that the 
operation was a necessary one to preserve the 
life of the mother was upon the defendant, and 
that as he did not put this defense in issue, and 
denied that he had performed any operation upon 
the deceased, or, indeed that he had ever seen 
her—the state was not obliged to go into the 
question of the illegality of the operation, but the 
illegality would be presumed upon proof of the 
operation. But since the appellant concedes that 
the proof is proper where the state is called upon 
to do more than appellant contends it is called 
upon to do in the present instance, we are in the 
position—as stated before—where the state has 
sustained a greater burden than required. There 
is no failure of proof, but merely an excess of 
proof: Assuming that the proof was sufficient to 
connect the defendant with the performance of 
the operation upon the deceased, the facts in 
evidence leave no doubt that there was no legal 
justification for the performance of the operation. 
They raise an “irresistible inference,” as said in 
People v. Wright, supra, of the criminal character 
of the operation. And surely in view of the con- 
stitutional provision against setting aside judg- 
ments because of the improner admission or re- 
jection of evidence unless it shall appear from an 
examination of the entire record that there has 
been a miscarriage of justice—we would not be 
justified in setting aside a verdict of the jury be- 
cause the district attorney has proved more than 
was necessary in order to make out his case.” 


from un- 


County Societies 


CONTRA COSTA COUNTY 
The last meeting of the Contra Costa Countv 
Medical Society was held at the Hercules Hospital, 
Hercules, February 13, Dr. G. M. O'Malley pre- 
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siding. The minutes of the previous meeting 
were read and approved. Applications from Drs. 
L. St. John Hely and J. M. McCullough for trans- 
fer to this society were accepted. 

Dr. O’Malley was elected delegate to the State 
Convention with Dr. C. T. Wetmore alternate. 

A letter from the Southern California Society 
of Anesthetists was read and the resolution sub- 
mitted by them, “Resolved that this organization 
go on record as in favor of the limitation of the 
practice of anesthesia to regularly licensed physi- 
cians and surgeons,’ was unanimously adopted. 

The program consisted of a paper by Dr. Ster- 
ling Bunnell of San Francisco on ‘Management 
and Treatment of Fractures,’ and a paper by Dr. 
Thomas Inman of San Francisco on “The Neu- 
roses.” 

Light 


depart- 
ing. 


refreshments were served before 


LOS ANGELES COUNTY. 
Urological Section. 

There has recently been formed a_ Urological 
Section of the Los Angeles County Medical So- 
ciety consisting of sixteen charter members with 
the following named officers: Granville Mac- 
Gowan, President; R- V. Day, Vice-President; H. 
A. Rosenkranz, Secretary; Ralph Campbell, Pres- 
ident-elect. 

March 4, 1920. 

County Medical 

Friday Morning 


Meeting of the Los Angeles 
Association at 8 P. M. in the 
Club Hall. 

Dr. Rae Smith, the president, called the meet- 
ing to order. 

The program began with the subject “Résumé 
of Literature and Recent Experiences in Epidemic 
Encephalitis (Sleeping Sickness)” by Drs. Ross 
Moore and A. R. Timm. 

Dr. Fisher in discussion stated that during 
the past 15 years there were cases of encephal- 
itis but of a different type from those during the 
war and the last six months here. It is not a 
sleeping sickness, nor lethargic encephalitis. The 
patient is good natured although seriously ill. 
The mortality is 50 per cent. There is diplopia 
in the early part of the affection, but it does not 
last long. The many types are due to phases 
occuring in different parts of the brain. Those 
seen by the speaker have not had influenza. Dr. 
Dirk spoke on the protean manifestations which 
were demonstrated in the County Hospital. 


Hospital Standardization 
By Dr. Dudley Fulton 

Dr. Fulton said that by higher standards for 
medical colleges, one hundred and sixty odd col- 
leges were eliminated. The standardization of 
hospitals is more complicated than that of med- 
ical colleges. There are some 4000 hospitals in 
the United States. There are fifteen organiza- 
tions at work on this subject. California has 
received commendation of the A. M. A. The 
subject has been fostered by the League for 
Conservation: of Public Health. 

The first work was the survey of 460 hospitals. 
This section called it Hospital ‘Betterment’ 
rather than “Standardization”. Eight states ruled 
that before a graduate can practice he must have 
had one year in a standard hospital, likewise five 
years in medicine. 

The survey is to show whether a hospital is 
properly built. The hospital should be educational 
for nurses and doctors. It shotld have com- 
munity service as for nurses, etc. Complete 
histories of the patients must be the property of 
the hospital. These histories are the hospital’s 
record and should be open to the entire staff. 
Laboratory work should be _ required. There 
should be three working or preoperative diagnoses 
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written in ink; also the prognosis and treatment 
of the case. A pathological diagnosis of every 
case written down with the final diagnosis and a 
comparison between the _ two. Follow-up _ re- 
sults of treatment must be kept. A _ mistaken 
diagnosis is due to an inadequate examination of 
patient. Ignorance is the fault of improper 
medical education. There is inadequacy of medical 
knowledge of certain diseases. The records show 
whether good work was done. Group medicine 
should be practiced so that when the patient goes 
into the hospital, he may get proper treatment, 
i. e., medical or surgical. What per cent. of ef- 
ficiency does the average patient get? If there 
were 100 per cent. there would be no cults. One 
of the greatest deficiencies is that laboratory and 
X-ray work is too expensive. It is omitted be- 
cause the patient cannot afford it. The hospital 
group should get together 60 to 80 doctors, and 
40 to 50 form the staff. The group doctors 
should have a conference twice monthly to re- 
view all cases. The greatest need of a _ hospital 
is free beds. People will not endow a dividend- 
paying institution. The hospitals are not now 
filling their mission. When the patients can get 
proper care, endowments will be plentiful. 


Discussion. 

Dr. Lobengier remarked that we ought to be 
thankful to Dr. Fulton. For 18 years the hos- 
pitals were commercialized. There is nothing 
more impressive than the fact that we cannot get 
endowments until hospitals are on a basis of 
altruism. Henry Frick gave $8,000,000 to hos- 
pitals; this is altruism. Dr. Lobengier agreed with 
Dr. Fulton on the organization of a staff based 
on a business plane; the greatest good to the 
greatest number. We must not consider our own 
interests. 

Dr. Duffield said that we’ll never get anywhere 
as long as the hospitals are run by training 
schools. 





Nursing Situation. 


Wm. Duffield, chairman of the 
Nursing Survey reported that the committee 
had several meetings. For several years past 
there were not enough nurses due to various 
reasons such as higher requirements, etc. The 
difficulty is a general and not merely a local 
one. 

The nurses now ask for 12 hours a day and 
the fee schedule is general nursing at $5.00 per 
day of 12 hours, for contagious cases $6.00, and 
for smallpox $10.00. 

Dr. Percy of Chicago—During the influenza 
epidemic, Dr. Percy said he recommended that a 
secondary class of nurses be supplied. Nurses 
usually only follow the occupation to get into 
the superintendents’ places. 

Los Angeles County Medical Association Meeting. 

A special scientific meeting was held, Monday, 
March 22nd, at 9 P. M., in the Friday Morning 
Club House, instead of the third Thursday regu- 
lar meeting. 

Although it was a rainy evening the hall was 
crowded to its fullest capacity to hear the dis- 
tinguished Dr. C. H. Mayo on “The Thyroid and 
its Diseases.” 

The president, Dr. Rae Smith, opened the meet- 
ing and Dr. Mayo gave an exhaustive review of 
the whole subject. Dr. Shoemaker, the secretary, 


Dr. 
on 


Committee 


and his assistant, Miss Gilman, had engaged a 
special stenographer to get an accurate and de- 
tailed account of Dr. C. H. Mayo’s subject, but 


the president, Dr. Rae Smith, found that the re- 
port, because of omissions, etc., could not be used. 
We all regret the loss. 


Southern California Society of Anesthetists 
Regular Meeting, Tuesday, March 2, 8 P. M. 
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PROGRAM 


1. Death during and following Anesthesia.— 


Frank D. Bullard, M. D. 


2. Preliminary Medication—George Piness, M. D. 


Discussion opened by Dr. J. E. Vallee. 

Eye and Ear Section of the Los Angeles County 
Medical Association 
Regular Meeting, March Ist. 
PROGRAM 

Dr. Henry Dietrich, Influenza in Children. 

Cases reported by Drs. Loeffler, Roberts, Sweet 
and Tholen. 


The Innominate Society 


Regular Meeting, March 10th. 
PROGRAM 
1. Encephalitis Lethargica, case report and ne- 
cropsy findings. Drs. Norman Williams and 
Henry Snure. 
2. Presentation of Orthopedic cases with lan- 


tern slide demonstration. Ellis Jones, M. D. 


The Los Angeles Obstetrical Society 
Regular Meeting, March 9th, 8:15. 
PROGRAM 

1. Dermatoses of New Born 
ses Sholtz, M. D. (By invitation.) 

2. The advantages of Internal Version 
special reference to Dr. Potter’s 
Version—H. M. Murray, M. D. 

3. Laboratory Findings in Pregnancy—H. M. 
Rooney, M. D 

Eye and Ear Section of the Los Angeles County 

Medical Association. 
Regular Meeting, April 5th, at 8 P. M. 


and Infants.—Mo- 


with 
method of 


PROGRAM 
Physiology of Vertigo.—Eugene R. Lewis, M. D., 
Philadelphia. 
Clinical Substance of Vertigo—lIsaac S. Jones, 
Philadelphia. 
The Southern California Medical Society will 


have its Sixty-Second Regular Semi Annual Meet- 
ing in Redlands, California, Friday and Saturday, 
April 2nd and 3rd, 1920. Nichewang Hotel. 

The officers are: Walter V. Brem, M. D., Pres- 
ident, Los Angeles. 


Charles L. Curtiss, M. D., First Vice-President, 
Redlands. 
Carl W. Rand, M. D., Second Vice-President, 


Los Angeles. 

William Duffield, M. D., Secretary-Treasurer, 
Los Angeles. 

Committee on Arrangements. 

E. W. Burke, M. D., Chairman, Redlands. 

J. L. Avery, Redlands. 

C. A. Sanborn, Redlands. 

A fine long program has been arranged cover- 
ing a big field of subjects by representative 
practitioners from all sections of Southern Cali- 
fornia. 


Personals. 

Dr. R. K. Macklin of Pasadena has _ returned 
from the Letterman General Hospital, San Fran- 
cisco, where he was treated for injuries received 
during the Argonne drive. He went over the top 
with the soldiers and worked in the trenches. 
He was presented by his Pasadena brother physi- 
cians with a handsome automobile. 

Dr. Evangeline Caven of Los Angeles planned 
the first baby show of Serbia. It took place in 
Chachak, 65 miles south of Belgrade. Dr. Caven 
instructed the mothers in bathing, feeding, dress- 
ing and weighing their infants. 

Dr. Charles La Salle, Los Angeles pathologist, 
is sought by his wife who fears that he has be- 
come a victim of aphasia brought on by business 
troubles. He was last seen March 4th. During 
the war he was first lieutenant of the medical 
department of the marine corps and then resident 
pathologist at Patton and Norwalk State Hos- 
pitals. 
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N. Y. Blizzard Injures Returned Soldier. 

Dr. George Louis Alexis Hamilton of Los 
Angeles who has just returned from Vladivo- 
stok as captain of the Red Cross, sustained in a 
New York blizzard three broken ribs’ and a bad 
sprain of his right arm. 

Dr. Margaret Farwell in England. 

Dr. Farwell of Los Angeles has become Mrs. 
Ramsden and is to reside in England. She is 
attending the Leeds University Clinics and the 
Batley Hospital, and is establishing a Baby Wel- 
fare Society. She expects to be admitted to 
practice in Leeds. 

Mrs. Louis Lathrop Johnson, “Y. W.” worker, 
wife of Dr. Milbank Johnson, died March 27th. 
Mrs. Johnson was well known for her philan- 
thropic work and was a prominent member of the 
Y. W. C. A. Two daughters, Mrs. J. Brandon 
and Mrs. L. J. Webb, and a sister, Mrs. Robert 
Marsh, survive her. 

Dr. Chester H. Bowers announces his associa- 
tion with Dr. Will Hastings in the practice of 
Diseases of the Ear, Nose and Throat, 924 Trust 
and Savings Bldg., Los Angeles. 

Los Angeles Municipal Drug Clinic. 

This clinic is now busy in the Temple Block. 
Dr. John W. Nevius has charge of the fifth mu- 
nicipal clinic in the U. S. New York, New Or- 
leans, Memphis and San Diego are the other 
ones. Peddlers of “dope” ask $1.00 a grain or 
about $437.00 an ounce for morphine, cocaine, 
codeine, heroin. Cocaine derivatives they sell for 
$110.00. At the clinic the drugs are sold for a 
few cents a grain when prescribed by the clinic 
physician. 

Drs. Williams, Black and Mr. Luckenbach of 
the State Board of Pharmacists are on the ad- 
visory committee. There are about thirty to one 
hundred addicts applying every morning. 

Baby Hospitals. 

The “Anita M. Baldwin Hospital for Babies” 
will be built according to plans of architect 
Walter Webber. It will cost more than $50,000. 
The purposes are: To provide a _ hospital for 
children and babies, for training of nurses in the 
care of children and babies, for the training of 
physicians and surgeons in pediatrics, for investi- 
gation and research, for maintenance and restora- 
tion of health of children and babies. 

U. S. C. Buys Medical College. 

The present site of the U. S. C. College of 
Physicians and Surgeons, 232 feet frontage on 
Washington street adjoining the Angelus Hospital, 
has been purchased for $50,000. Dr. George 
Bovard, president, plans additional buildings in- 
cluding one for clinics, at a cost of $100,000. 


ORANGE COUNTY 

The regular monthly April meeting of the 
Orange County Medical Society was held in the 
Santa Ana Library with a large number of mem- 
bers present. 

The meeting place was very much overtaxed 
to accommodate the membership and it was 
decided to meet, in the future, in the chapel of 
the Orange County Hospital. 

The proposed bill relating to medical practice 
and making it mecessary that anesthetics be 
administered only by registered physicians was 
read and tabled. 

The following officers were elected for the 
ensuing year: President, Dr. W. C. DuBois; Vice- 
President, Dr. J. H. Lang; Secretary, Dr. J. C. 
Crawford; Treasurer, Dr. A. R. Cushman; Libra- 
rian, Dr. C. D. Ball; Councilors, Drs. W. H. 
Wickett. C. C. Violett and J. Wehrley; Delegates 
to the State Society, Drs. H. M. Robertson and 
H. A. Johnston; Alternates, Drs. R. A. Cushman 
and W. C. DuBois. 

The paper of the evening, entitled Nasal Sintsi- 
tis was read by Dr. H. D. Newkirk of Anaheim. 
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The paper brought forth a very interesting dis- 
cussion and among many other things impressed 
upon the general practitioners the necessity for 
more frequent and more thorough nasal exam- 
inations. 

The meeting adjourned to James’ Cafe where 
a banquet was served. 


SACRAMENTO COUNTY 

The 52nd Annual Meeting of the Sacramento 
Society for Medical Improvement was held March 
17th. This Society, the oldest in the State, was 
founded March 17th, 1868, and the annual meeting 
was fittingly celebrated by a dinner at the Del 
Paso Country Club. 

Among the guests were Judge Peter J. Shields, 
Bishop Moreland, Senator Inman, Harry Maddox 
of the Chamber of Commerce, Mr. Chisholm of 
the Prison Reform Board of New York, and Doc- 
tors Huntington, Twitchell and Douglass Mont- 
gomery of San Francisco, the latter of whom 
presented a splendid paper on the subject of “The 
Treatment of Malignant Growths of the Skin by 
Radium and X-ray.” 

A special meeting of the Society was held March 
23rd at the Hotel Sacramento, to elect a new 
staff for the Sacramento Hospital, to serve for 
the ensuing quarter; the following were elected: 
Surgery, Dr. E. T. Rulofson; Medicine, Dr. Sca- 
tena; Gynecology, Dr. Drysdale; Obstetrics, Dr. 
Kellogg; Genito-Urinary, Dr. Dahl; Eye, Ear, Nose 
and Throat, Dr. C. B. McKee. 

The proposed campaign for subscriptions to a 
new Sisters Hospital has been abandoned, at least 
for the present. 

The stock for the new $400,000 White Hospital 
has nearly all been subscribed; the various com- 
mittees for its management are formed; the archi- 
tects are working on the plans, and if the neces- 
sary materials can be procured to assure rapid and 
thorough work, the new hospital will soon be in 
course of erection. It will occupy the site of the 
present hospital. 


SAN DIEGO. 


The County Society is grappling with 
question of raising its fee schedule at its next 
meeting, Tuesday, April 13th. It would seem that 
this is a matter that eventually must demand at- 
tention of every physician whether from principle, 
a sense of equity, or from the actual and in- 
sistent demands of King H. C. L. This problem 
when supplemented with that of the Lay Anes- 
thetist ought to furnish sufficient interest to sat- 
isfy all members and -to pack the house. At 
all events the house of delegates at Santa Bar- 
bara will find the San Diego representatives for- 
tified with no uncertain information on both these 
matters. 

Last week a dozen of our members motored 
over to Redlands to attend the sessions of the 
Southern California Medical Society, which proved 
to be one of the largest and one of the most 
interesting gatherings that this live Society of 
the Southland has held. Two of the San Diego 
County members contributed papers at this con- 
ference. One by Dr. T. O. Burger on Reducing 
Mortality and Morbidity in Abdominal Condi- 
tion; the other by Dr. J. F. Pedey on the treat- 
ment of cancer of the stomach with the actual 
cautery- 

The many friends of Dr. Frank Bell will be 
glad to know that the doctor is rapidly recover- 
ing at his home. 

The papers presented before the San Diego 
County Society during the past few months have 
shown careful preparation and familiarity with 
their subjects on the part of the essayists none 
too common in medical societies. As samples 
of the high order of the work presented may be 
cited the last two or three meetings. The meet- 


the 
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ing of March 24th discussed an admirable in- 
formal presentation of “Our Responsibility in the 
Matter of Sex Education”, by Dr. Martha Welp- 
ton; and a scholarly paper by Dr. H. F. An- 
drews on the “Psychopathology of the Uncured 
Patient.” On March 19th Dr. Paul Wegefarth 
presented the result of original work during the 
war determining the effect of intravenous solu- 
tions upon the intracranial pressure. This work 
in conjunction with work of a similar character by 
other observers promises to give us a_ broader 
knowledge of some rather poorly .understood 
physiologic problems. At the same meeting Dr. 
V. G. Clark presented a strong plea for the early 
recognition and treatment as a purely surgical 
condition, the pathologic prostate. This paper 
brought out an excellent discussion along the 
line of surgical procedure, and reminded one of the 
earlier days when medical societies were real 
arenas for combat. 


SAN FRANCISCO COUNTY 
During the month of March, 1920, the follow- 
ing meetings were held: 
Tuesday, March 9—General Meeting 
1. The etiology of nephritis—Wm. Ophils. 
2. Methods of determining renal function.— 
W. C. Rappley. 

3. The tests of renal function from the stand- 
point of the general practitioner—S. H. Hurwitz. 
Tuesday, March 16—Section on Surgery 
Symposium on Fractures of the Lower Extrem- 

ity. 
i. Fracture about the ankle joint—G. J. Mc- 
Chesney. ; 

2. Fractures of the femur.—L. D. Prince. 
Tuesday, March 23—Section on Eye, Ear, Nose 
and Throat. 

Demonstration of cases. 
deafness. Review of literature 


ay 

2. Catarrhal 
H. A. Fletcher. 

3. Application ,of radium in 
F. C. Cordes. 

4. Vasomotor 


ophthalmology.— 


with 
from 


disturbances of the nose 
special reference to hay fever. Report 
year 1919. Lantern slides—Grant Selfridge. 
Tuesday, March 30, Section on Urology 
1. Prostatic backache.—A. Gottlieb. 
2. Why kidney stones are missed 
cally —C. W. Lippmann. 


radiologi- 


SAN LUIS OBISPO 

Regular meeting San Luis Obispo Medical So- 
ciety took place at Paso Robles Hotel Saturday 
evening, April 10, in the form of a ladies’ night, 
that is the doctors and their wives sat down to 
dinner at 7:30. After a first class dinner the 
ladies adjourned to the parlor while the doctors 
went through the regular course of business. 
Communications were read from Dr. Eleanor C. 
Seymour representing the Los Angeles Anesthe- 
tist Society concerning Lay Anesthetists. On 
motion by Dr. Wilmar seconded by Dr. Love it 
was moved and carried that the San Luis Obispo 
Medical Society go on record as being opposed 
to Lay Anesthetists except in case of emergency. 

Question of moving pictures of the different 
surgical procedures was discussed, and the secre- 
tary requested to take up same with the state 
secretary, and try to have a couple of reels for 
the meeting at Atascadero two months from 
now. 

Transfer Dr. Waldo Richardson 
of Washington voted on, and 
unanimously elected. 

Communications from the 
Association gone over by the Society, 
necessary corrections made, and 
structed to mail at once. 


the state 
Richardson 


from 


Dr. 


Medical 
and the 
secretary in- 


American 
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Meeting adjourned at 10:39 to meet in San 
Luis Obispo in May, all members urged to 
go to Santa Barbara; great regret expressed at the 
few present at the meeting: in the absence of 
the president and vice-president, Dr. R. O. Dres- 
ser occupied the chair. Those present were Dr. 
and Mrs. O. B. Fossum, San Luis Obispo; Dr. 
and Mrs. C. A. Love, and Dr. and Mrs. Waldo 
Richardson, of Atascadero; Dr. and Mrs. R. O. 
Dresser; Miss Gertrude Roraback; Dr. A. H. 
Wilmar, and Dr. G. L. Sobey from Paso Robles. 


SAN JOAQUIN COUNTY 


The regular meeting of the San Joaquin County 
Medical Society was held in the Fountain Room 
of the Hotel Clark on Friday evening, March 12th, 
President C. F. English presiding. Those present 
were: Drs. C. F. English, L. Dozier, R. T. Mc- 
Gurk, L. Haight, H. C. Petersen, W. F. Priestly, 
B. F. Walker, F. J. Conzelman, W. C. Adams, 
Margaret Smythe, W. T. McNeil, J. W. Barnes, 
Mary Taylor, H. Q. Willis, C. D. Holliger, J. V. 
Craviotto, F. S. Marnell, N. E. Williamson, J. P. 
Martin, Minerva Goodman, D. F. Ray, J. S. Coch- 
ran, C. R. Harry, H. E. Sanderson, J. T. Davison, 
E. A. Arthur, B. J. Powell and D. R. Powell, and 
H. J. Bollinger and J. E. Nelson of Lodi, Dr. Rob- 
inson and Dr. G. G. Hawkins of Madera, Dr. Con- 
way of Escalon, Dr. Zimmerman and Dr. Scholz 
of Sacramento, Dr. N. B. Gould of Ripon, and 


Dr. Walter C. Alvarez and Dr. Carl Hoag of San 
Francisco. 


Dr. Dozier presented a case of osteo sarcoma of 
the leg which apparently had been cured by X-ray 
treatments and Colley’s serum. 


The first paper of the evening was given by Dr. 
Carl Hoag on the “Present Status of the Treat- 
ment of Goitre.” The Doctor spoke of the im- 
portance of the Benedict Test of measuring basal 
metabolism. Under treatment the doctor spoke of 
medical treatment of rest and quiet with the ad- 
ministration of sedatives, all for the purpose of re- 
ducing metabolism. He also spoke of X-Ray 
treatment and of the method of injecting boiling 
water into the gland. However, he stated the 
method of choice was still that of surgery and 
spoke of the preliminary ligation of the external 
thyroid arteries and the removal of the gland about 
four months later. The doctor spoke of the re- 
cent development in the use of digitalis and 
strongly recommended the administration of one 
large dose, even as high as 15 c.c. instead of re- 
peated small doses. The essential thing in the 
operative treatment was to obtain the confidence 
of the patient by a light anesthetic and the judi- 
cious use of morphine and sedatives and the use 
of a large dose of digitalis. The paper was dis- 
cussed by Dr. Alvarez and by Dr. McGurk who 
reviewed the methods he had seen in the eastern 
institutions and strongly recommended the X-ray 
as he had observed it in Holmes Clinic in Boston. 


The next paper of the evening was presented 
bv Dr. Walter Alvarez on the “Remarkable New 
Method of Intra-abdominal Diagnosis.” The doc- 
tor told of the method of injecting carbondioxide 
gas into the abdominal cavity to take X-ray pic- 
tures and of the results secured by obtaining dif- 
ferent densities. Very remarkable plates were 
produced in which the viscera could be clearly 
defined. The doctor showed on the lantern screen 
manv of the plates taken by this method show- 
ine how nicely internal organs could be outlined 
and various pathological conditions diagnosed from 
the pictures. The paper was discussed by Dr. 
Zimmerman, X-ray specialist of Sacramento and 
by several others present. 


The meeting adjourned to enjoy a social hour 
and light refreshments. 
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SONOMA COUNTY 


At the April Meeting of our society we listened 
to a very instructive and humorous talk on con- 
stipation by our genial state secretary, Dr. Sax- 
ton Pope. 


The society also went on record in favor of 
the limitation of the practice of Anesthesia to 
regularly licensed physicians and surgeons. 


TWENTY-EIGHTH SEMI-ANNUAL 
MEETING. 


The Twenty-eighth Semi-Annual Meeting of the 
Northern District Medical Society was called to 
order March 9th, 1920, at 11 a. m., in the Elks 
Hall, Chico, by Dr. Barnard, President. 


Dr. Harold Zimmerman demonstrated X-ray 
plates, diagnosing eleven obscure cases. Dis- 
cussed by Dr. Bollinger and by Dr. Peers, who 
reported an excellent diagnosis by Dr. Zimmer- 
man of a small bone in one of the bronchioles. 


Dr. Frank Reardon took up in detail the com- 
plications he had met in Post-Influenzal cases of 
the epidemics of 1918 and 1920. Dr. Gundrum 
in discussion gave a brief history of the epidemics 
of Influenza. All agreed that the causative organ- 
ism was unknown and the only treatment was 
stimulation, except Dr. Parkinson who sharply 
objected to the value of whisky. 


Dr. Peers’ paper plainly showed the value of 
a full routine history of suspected Tubercular 
cases. 


Dr. A. K. Dunlap read a paper on “Dislocation 
and Fracture of the Carpal Bones,’ and Dr. J. 
B. Harris reported a case of Dislocation of the 
Semilunar Bone with a failure by closed methods 


and successful function after removal of the 
Semilunar. ; 

The State Indemnity Fund, discussed by Dr. 
Parkinson, brought only adverse criticism by 
Drs. Dameron and Barr. 

Dr. Hale’s paper on “Hydronephrosis” was 


fully illustrated by lantern slides of cases which 
he had handled. 


Dr. Schoff read a paper on the value of Ra- 
dium and illustrated his excellent results by 
photographs. 


Dr.’ Dameron reported cases of primary Tumors 
obstructing the large bowel and pleaded for a 
simple ceco-sigmoidosity and no _ resection, as 
during the last eight years his patients have lived, 
whereas formerly following big resections they all 
died. 

Dr. 
vived 
tases. 

Dr. Dewey Powell showed that Vincent’s An- 
gina was much more common than thought, due 
to the failure to make smears of all membranes. 
He reported Fowler’s solution applied after the 
removal of the membrane as practically a specific. 


Our guest, Dr. Stanley Stillman, gave a most 
excellent and practical paper on the “Post-opera- 
tive Management of Abdominal Cases.” <A _ few 
of the points brought out were as follows: 

Shock-prevention by limiting all abdominal as- 
saults to less than one hour; uses Adrenalin and 
warm blankets. Mild Catharsis 36 hours before 
operation; enemas after. Vomiting-routine stom- 
ach lavage; if persist after peristalsis indicates 
post-operation obstruction. 

Post-operative: Restrict Opium. Acute dilata- 
tion characterized by recurrent vomitings of small 
amounts of dark fluid. Prompt lavage and repeat 
two hourly. As no absorption from stomach, no 
water until peristalsis, which is shown by Stetho- 
scope. Meanwhile water by rectum 6 to 8 ounces 
every 4 or 5 hours in preference to drip method. 


Enloe reported three cases all of which sur- 
the operation but died from later Metas- 





CALIFORNIA STATE JOURNAL OF MEDICINE 


207 


Gas pains friction 


raw surface bowel against 
bowel or peritoneum. 


If adhesions desired give 
Opium. No Catheterization of conscious patients. 
Paralytic ileus—has found Pituitrin of no use. 
Drains—only if walled off abscesses. Remove 
drains slowly and use the true Fowler’s position. 
In diffuse peritonitis sew up tight. 

Stomach cases: Immediate Fowler’s; fluid start- 
ed when peristalsis. Infants wrap in cotton— 
kept on table in warmed blankets; feed early 
post-operative. 

Discussion by Drs. Gundrum, Fairchild and 
Dameron. Dr. Dameron reported his results of 
the last 12 years during which he has immediately 
tightly closed all abdomens. 

New members admitted were: H. Bolinger, J. 
E. Nelson, Lodi; C. E. Schoff, F. Reardon, N. G. 
Hall, Sacramento; C. S. Durand, Colfax; Mary 
B. Poket, Tehama; Ida A. Beck, Gridley; P. B. 
Hoffman, Marysville; P. L. Hamilton, E. E. Bau- 
meister, F. L. Meyers, Chico. 

The meeting was fully attended, the papers in- 
structive and well illustrated, and all. who at- 
tended profited thereby. A most elegant banquet 
served at the Hotel Oaks and accompanied by ex- 
cellent music made all wish that the meetings at 
Chico were more frequent. 


Notice 


Dr. W. W. Fraser of Richmond, Cal., reports 
the theft of a B. & L. microscope from his office 
recently. If such a microscope is offered for sale 
to any doctor, he is requested to investigate owner- 
ship. 


The Reason Why Twelve Patients 
Entered the Sanatorium 
Too Late 


BY ROBERT A. PEERS, M. D., Colfax. 


Note: The following article is 


so good and so 
worthy of attention from physicians, that it is re- 
printed from “The Tea Bee,” February, 1920. 


Number one thought his cough was “bronchial.” 
He was sure it could not be due to tuberculosis 
as “There was no consumption in his family.” 
So he tried to “wear it out.” When he himself 
was worn out and consented to enter a sanatorium 
it was too late. 


Number two knew that his chills and fever were 
due to malaria. The cough he said was “only 
the cough that goes with malaria.” So he took 
“Mother Skinnem’s Chill Tonic” and the tubercle 
bacillus worked while he slept. Later he slept 
with his fathers. 


Number three thought his cold and malaise due 
to mental error. Some kind deluded friend told 
him there were no such things as germs or 
disease and that what he believed to be a cough 
and fever were really only evidence of the failure 
to think properly and while he wasted his sub- 
stance on mental healing and un-christian non- 
science the germs which he thought so absurd 
put in overtime at double-pay. The sanatorinm 
could not help him when he at last discovered 
the truth and now his mental errors are covered 
by six feet of earth. 

Number four was told that the pain in his side 
and the tired feeling were due to “a bone out 
of place in the back.” He was told that this 
could be rubbed back into place and that then he 
would be all right. He wasted several months on 


back rubbing and entered the sanatorium just too 
late to be helped. 
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Number five went to a careless doctor. The 
doctor was in a hurry that day in order to get 
to his Golf Club and so he gave the patient a 
prescription for a cough medicine and told him 
to come around in a couple of weeks if he didn’t 
feel better. Number five took three or four 
bottles of the medicine, getting the bottle refilled 
without consulting the doctor. When he did go 
back and the doctor had time to examine him 
thoroughly it was too late and the sanatorium 
could not help him. 


Number six went to a “busy” doctor. Many 
patients filled the office. The doctor gave him 
two minutes and told him he was all right and 
needed only a tonic and a few weeks in the 
mountains where he could rough it. He listened 
to his chest without removing his clothing, wrote 
a prescription and sent him away with advice to 
take plenty of exercise. He did and by the time 
that he reached a physician who stripped off his 
clothing before examining him and who had sense 
enough to tell him that rest in bed is the treat- 
ment for tuberculosis he was too far advanced 
for the sanatorium. 


Number seven went to a tender hearted (?) 
doctor who could not bear to tell his patient he 
had tuberculosis for fear it might frigthen him. 
The doctor told him he had bronchitis and ad- 
vised him to rest in bed, take milk and eggs and 
get pleny of fresh air. But the patient thought 
“If I have nothing but bronchitis, I should worry” 
and promptly decided not to rest but rather to 
go on with his work and when he became so ill 
that his true condition could not be kept from 
him it was too late to help him. 


Number eight went to a doctor who had great 
faith in drugs and but little knowledge of the 
wonderful reconstructive power of rest in bed. 
Therefore he gave his patient a tonic, a cough 
medicine and a bottle of pills and had him come 
to his office for a hypodermic treatment twice a 
week. But he failed to take his temperature and 
did not know that what the patient needed was 
rest in bed until his acute symptoms were gone. 
And when the patient learned that he should go 
to bed as well as take medicine the time for cure 
had passed. 


Number nine had just passed an examination 
for life insurance a few weeks before a doctor 
looked him over because of a chronic cough and 
a tired feeling. Therefore he didn’t believe the 
doctor when he said he had tuberculosis hut 
hunted up another doctor who told him he was 
only a little run down and had “catarrh” and that 
if he had his tonsils out he would be all right. 
But the operation for removal of his tonsils 
caused an acute extension of his disease from 
which he never recovered. 


Number ten noticed that he tired easily and 
that he was losing weight. He also worried over 
a slight cough which troubled him in the morning. 
He was afraid he might have tuberculosis because 
a brother had died of that disease a few years 
earlier. He thought all patients with tuberculosis 
died, was afraid to go to a doctor for fear the 
doctor would tell him he had that disease. And 
so he hid his troubles until it was too late. 


Number eleven was told he had _ tuberculosis 
and could be cured but he was getting along well 
in business and felt that he must really stay and 
jook after his interests for another three months 
He said his tuberculosis came at just the worst 
possible time as he had so many things to attend 
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to he really couldn’t afford to go to a sanatorium; 
so he put off going until he felt he could leave 
his business and when he left he left for good. 

Number twelve was a hard working mother 
with a large family of children. She had so many 
things to do that she didn’t have time to be sick. 
Besides she was expecting that soon there would 
be another little hungry mouth to fill and she 
thought her tired feeling due to overwork, which 
it was, except that the toxins of tuberculosis 
helped make her more tired than usual. And so 
she kept on and would not give up or seek 
medical care until she was almost ready to go 
to bed forever and the sanatorium could not help 
her. And her case was the saddest of all because 
she didn’t have half a chance. 


For Discharged Soldiers 


A discharged soldier can receive treatment at 
the hands of the Public Health Service, to which 
he is entitled as a beneficiary of the Bureau of 
War Risk Insurance, through one of a number of 
channels. 


(1) He can apply directly to the examiner of 
the Public Health Service in his locality present- 
ing evidence in the form of an honorable dis- 
charge of his right to such treatment. He will 
at once be examined, treated, and provision made 
for hospital care should such be necessary. The 
examiner will also instruct and aid him in mak- 
ing out the necessary forms to be forwarded the 
War Risk Insurance Bureau, and also the neces- 
sary application to be made in order to become 
a claimant of the Federal Board for Vocational 
Education. 

(2) The discharged soldier can apply to the 
Bureau of War Risk Insurance by letter request- 
ing examination and treatment as its beneficiary. 
The War Risk Insurance Bureau then notifies 
the District Supervisor of this request who in 
turn notifies the patient to report to an ex- 
aminer, giving the examiner’s name and address, 
and issuing him transportation if travel is neces- 
sary to carry out the request. Upon presenting 
himself to the examiner, he is cared for in the 
above manner. 


(3) The discharged soldier can apply to the 
American Red Cross, American Legion, to his 
county or State Board of Health, or to other 
organizations interested in his welfare, who 
through the publicity of the War Risk Insurance 
Bureau and the Public Health Service, will either 
direct him to the nearest examiner of the Pub- 
lic Health Service or will take up his case with 
the Public ‘Health Service of the district in 
which he resides, who proceeds at once to notify 
the patient to report for examination, as _ indi- 
cated under (2). 


The examiner is authorized to obtain the advice 
and services of consultants for a patient, should 
such be necessary, and if hospital care is deemed 
advisable, to place him in the hospital upon the 
direction of the District Supervisor, either 1lo- 
cally if his case can be cared for locally, or in 
a hospital unit where the services of special 
consultants can be obtained. Upon the discharge 
of a patient from the hospital, a report of physi- 
cal examination is submitted to the District 
Medical officer of the Federal Board for Voca- 
tional Education, and the patient is notified of his 
rights as a claimant of that Board for training, 
and as he ceases to be a patient of the Public 
Health Service, his case is turned over to the 
Federal Board for further disposition. 
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New Members 


Seeburt, Emery M., San Francisco. 
Lynch, Eugene H., San Francisco. 
Culver, Blanche, San Francisco. 
Du Bray, Ernest, San Francisco. 
Glover, Mary E., San Francisco. 
Harris, Mary W., San Francisco. 
Olsen, Sidney, San Francisco. 
Spriggs, Gertrude A., San Francisco. 
Nielsen, John W., Colfax. 

Barton, O. L., Loomis. 
Saunders, Clark E., San Jose. 
Durgin, Rubie M., Berkeley. 
Scudder, J. Hedley, Oakland. 
Dutton, May L., Oakland. 
Ashmore, Frank, Buena Park. 
Lane, C. R., Santa Ana. 

Newkirk, D. H., Anaheim. 
Westphal, Henry G., Glendale. 
Dye, W. G., Los Angeles. 

Swim, Wm. A., Los Angeles. 
Yale, A: E. W., Burbark. 
Comstock, Belle W., Los Angeles. 
Gailmard, C. R., Los Angeles. 
Beggs, James H., Los Angeles. 
Davey, R. W., Los Angeles. 
Allen, Carlton S., Los Angeles. 
Berkley, Hugh K., Los Angeles. 
Pratt, Thos. R., Los Angeles. 
Pyles, Richard H., Los Angeles. 
Larson, Edwin, Los Angeles. 
Ingalls, Albert T., Los Angeles. 
Wood, C. Benson, Los Angeles. 
Chesman, Frank N., Los Angeles. 
Ward, Benjamin B., San Fernando. 
Dashiell, Wm. A., Los Angeles. 
Hodkinson, W. A., Santa Monica. 
Guernsey, P. F., Los Angeles. 
Trew, Niel C., Los Angeles. 
Stone, Willard J., Pasadena. 
Levengood, H. Wilson, Ocean Park. 
Morrison, H. E., Sacramento. 
Hanan, Wm. J., Sacramento. 
Norman, J. G., Oxnard. 

Smith, C. L., Santa Paula. 
Lupton, E. L., Sebastopol. 
Potter, Wm. H., San Diego. 
Kinsley, Wm. I., San Diego. 
Ashcroft, Felix E., Chula Vista. 
Finley, Walter G., San Diego. 
Kylberg, H., Merced Falls. 

De Loss, Herbert, Merced. 
Castle, Curtiss H., Merced. 

Kahl, Chas. W., Merced. 

Adams, C. W., Visalia. 

Zumwalt, E. R., Tulare. 

Gelston, C. F., San Francisco. 
Read, J. Marion, San Francisco. 
Michelson, Lewis, San Francisco. 
Leiva, Carlos, San Francisco. 


Shoemaker, H. R. D., San Francisco. 


Lorentzen, K. G., San Francisco. 
McCarthy, C. F., San Francisco. 
Giovannetti, R. P., San Francisco. 
Kell, Fred P., San Bernardino. 
Prince, R. W., San Bernardino. 
Hench, J. M., Stockton. 

Lynch, W. P., Stockton. 

Wharton, Charles G., Los Angeles. 
Sink, Wm. D., Guadalupe. 
Mellinger, Wm., Santa Barbara. 


Cunningham, Benj. F.. Santa Barbara. 


Smith, E. D.. Los Olivos. 
Schurmeier, H. S., Santa Barbara 
Goetz, Alice L., Santa Barbara. 
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Allen, Albert, Taft. 

Owen, W. H., Bakersfield. 
Emundsen, J. D., Orland. 
Avery, Walter J., Fresno. 
Nielsen, Harold W., Fresno. 
Matten, Thos., Sanger. 

Rees, John T., Del Rey. 

Traber, C. H., Reedley. 
Sheldon, F. B., Fresno. 

Bell, T. Floyd, Fresno. 
Divanovich, David, Fresno. 
Poole, R. E., Durham. 
Johnson, W. B., Chico. 

Schell, J. P., Chico. 

Luckie, L. F., Fresno. 

Myers, O. R., Belden. 

Kelker, G. D., San Francisco. 
Bramkamp, A. L., Banning. 
Camp, J. W., Blythe. 

Card, Thos. A., Riverside. 
Shank, C. E., Corona. 

Chesbro, Elmer I., Gilroy. 
Merrill, W. I., Campbell. 
Sanders, A. O., San Jose. 
Whiffen, R. A., San Jose. 

Van Meter, J. N., Fresno, 

Cox, Edward R., Fresno. 

Hare, Harold P., Fresno. 
Geraldson, Lena A., Napa. 
Richards, S. B., Victorville. 
Thurlow, Alfred A., Eldridge. 
Reed, J. Wilson, Newman. 
Brace, R. W., Ripon. 

Maxwell, R. E., Modesto. 
McPheeters, E. R., Modesto. 
Collins, James L., Turlock. 
Sturges, R. L., Modesto. 
Krout, Boyd M., Oakland. 
Everingham, Suniner, Oakland. 
Booth, John R., Oakland. 
Cheney, Marshall C., Berkeley. 
Fenton, Susan J., Oakland. 
King, H. R., Winters. 
Parsons, James E., Dixon. 
Bull, E. C., San Francisco. 
Pollia, Joseph A., San Francisco. 
Cohn, Allan L., San Francisco. 
Scosseria, E., San Francisco. 
Rea. Bernard J., San Francisco. 
Muller, Vinton A., San Francisco. 
Abramopoulos, C. A., San Francisco. 
Freytag, C. L., San Francisco. 
Love, C. A., Atascadero. 
Magee, Irvin L.. Venice. 

Hill, Earl W., Blue Lake. 
Tweedie, A. M., Las Angeles. 
Lokrantz, Swen, Los Angeles. 
Canney, Frederic G., San Francisco. 
Hornor, D. H., Dunsmuir. 
Beck, H. H., Montague. 





Resigned 


MacBean, Anna M., Los Angeles. 





Transferred 


Gregory, L. C., from Mendocino Co. 


Costa Co. 


Aller, Daniel I., from Merced Co. to Fresno Co. 
Holmes. W. H., from Los Angeles Co. to River- 


side Co. 


Wintermute, C. E., from Tulare Co. 


Clara Co. 


Hennemuth, J. E., from San Joaquin Co. to Stan- 


islaus Co 


McManus, Frank P., from Contra Costa Co. to 


Yolo Co. 


Heaney, Robt. H., from San Francisco Co. to 


Siskiyou Co. 


to Contra 
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Obituary 


Henry W. Horn, San Francisco. 


Lieutenant Colonel Henry W. Horn, B. A. M. 
D. B. S., died in San Francisco March 5, 1920, at 
the age of 49 years. 

He was the son of Thomas Horn, a California 
Pioneer and member of the Vigilance Committee, 
and Helen Wells Horn. He was born in San 
Francisco, and received his Bachelor’s degree from 
the University of California where he was a 
member of the Sigma Chi Fraternity. He gradu- 
ated in medicine in 1897 from the Cooper Medical 
College and spent four years as Assistant Pro- 
fessor of Otology in the University of Bonn, 
Germany, from which he received the degree of 
Bachelor of Science. He studied speech defects 
in the Ambulatory Division in the University of 
Berlin for a year and spent another year in Vienna 
in clinical work and the study of the inner ear un- 
der Barany laying there the foundation of the 
work with which he was engaged while in mili- 
tary service. 

As a physician he enjoyed a large practice and 
had risen to an enviable position in the eyes of the 
medical world through his untiring energy, as a 
teacher in the University of California Medical 
School and through his numerous contributions 
to medical literature which marked him as a man 
of independent thought in the world of re- 
search. Among his last efforts in this field were 
important contributions upon the subject of 
ozoena. 

At the outbreak of the war and shortly after 
his marriage to Miss Ella Gardner of Los An- 
geles, he volunteered his service to the Govern- 
ment and entered the Medical Corps of the Armv 
as lieutenant. He returned from France in 1919 
and received his discharge from the Army after 
two years of meritorious service with the rank 
of lieutenant-colonel. Unfortunately, he con- 
tracted influenza during the epidemic at the end 
of 1918 in France from which time he never re- 
covered his health and died about a year later. 


Vol. XVIII, No. 5 


To him, as well as to those who died upon the 
field of honor, is due the honor given those who 
have sacrificed all for their country in its hour 
of need and his memory will live in the hearts 
of those who knew him and knew his worth— 
a man who lived fearlessly, worked fearlessly and 
died fearlessly, and added more than his share 
to the sum of human effort. 


The value of his work during the War is best 
shown by the following tribute written by his 
Commanding Officer, Lt. Col. Isaac H- Jones of 
the Medical Corp of the Army: 


“The Air Service Medical, U. S. A., came to in- 
clude over 1500 medical officers and many 
thousands enlisted personnel. Lt. Col. Henry 
Horn was one of the original five who organized 
this service and developed it from nothing to a 
larger organization than the entire medical corps 
before the War. To those who did not understand 
Aviation problems it was difficult to see the need 
ot any such organization at all; Col. Horn de- 
voted the last three years of his life entirely to 
these special studies and was one of the most 
enthusiastic believers in the need of medical 


experts to control the mental and physical fitness 
of fliers. 


At the very beginning of the U. S. effort, Horn 
accepted the commission of Lieutenant, although 
we all know how many younger and less able 
men “held out for higher ranks.” The aviation 
service scarcely even existed at that time; thous- 
ands of the finest youngsters in the country were 
clamoring to be admitted to a service that hardly 
had an existence. Lt. Horn proceeded at once 
to San Francisco and organized a Physical Exam- 
ining Unit, which was one of the first—eventu- 
ally there were 67 such units. He aroused a 
great interest in Aviation along the Pacific Coast 
—not only among applicants but in the Medical 
Profession and he was in that way responsible 
for bringing many medical men into the service. 


He then was called to the Medical Research 
Laboratory at Mineola, Long Island, and his most 
valuable work there was the study of deafmutes 
in actual flight; this was the first work of its 
kind ever done and to this date there is no such 
comprehensive study in the world on this subject. 
He then went overseas as the head of the Oto- 
logical Department of the Air Service Medical 
group. His report of otologic work overseas 
“The Role of the Labyrinth in Flying Efficiency” 
(Annals of Otology, June, 1919) is the best and 


most conservative up-to-date exposition of this 
new subject. 


The many hundred physicians who knew Horn 
were impressed with his unlimited capacity for 
hard work—he seemed tireless. It was this de- 
votion to his work above all that caused him to 
be admired by the Medical Profession. He had an 
almost ruthless disregard for “what sort of an 
impression he would make”’—it was this rugged 
manliness that endeared him so to his fellow- 
workers. 
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Deaths 


YEMANS, HERBERT WM.—A graduate of De- 
troit Medical College 1878. Licensed in California 
1887. Died in Fort Rosecrans, Cal., January 29, 
1920. Deceased was a major in the Marine 
Cotes, U..-3.-A: 


VAN NORMAN, WM. J.—A graduate of Cleve- 
land College Homeo. Hospital, Ohio, 1898. Li- 
censed in California 1900. Died in Los Angeles 
March 28, 1920. 





